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September_ 30, 1 980

-

The Honorable Patricia Roberts Harrls‘

Secretary @ : C : ' a
Department of Health and Human SerV1ces ' . ' !

* Washington, D. C. 20201 . ;
EEFDear Madam Secretary. .

- The attached Report of “ the. Graduate Med1ca1 Education National Advisory
" Committee (GMENAC) is in fulfillment of the Committee's responsibilities

under the Charters of Apr11 20, 1976,‘and March 6, 1980.

" The charge ‘of the dommlttee was to adV1se the Secretary on the number of -

physicians requ1red in each specialty to bring supply and' requirements
into balance, methods to -improve the geographic distribution of N

phys1c1ans, and mechanisms to f1nance graduate medical education. ;

. GMENAC slgn1f1cant1y advanced health manpoﬁer’plann1ng in direct and

indirect ways. o .

. . - . - K . . ) 3 .
GMENAC " introduced- new scientific methodology: Two new mathematical
models'werevdeveloped to estimate  physician supply and requirements.

GMENAC refined the data bases; f1gures for est1mar1ng the supply of
practitioners in every specialty and subspecialty from the ‘
d1str1but10n of f1rst—year residency positions have been developed.

GMENAC" 1ntegrated the estimates of supply and requirements for !
physicians with nurse practitioners, phys1c1an assi'stants, and nurse

midwives. : T e

GMENAC 1ntroduced new concepts to c1ar1fy assessment of the
geographlc:dlstrlbutlon of physicians and services; standards are
proposed for deslgnatlng areas as adequately served or underserved
based on the unique habits of the people in the area. R

‘GMENAC recommésﬂp that medical service revenues continue to provide
the major sourde of finds to support graduate medical educatlon.

/ GMENAC has initiated a coLlaboratlon between the private sector and

" tHe Government; the unique expertise of each achieves a level of
comprehensiveness in hea1th manpower planning not prev1ous1y
-exper1enced . o : .
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September 30, 1980 " _
. Secretary Harris - . s -
. Page 2 . - a
.
GMENAC estimates a surplus of 70,000 physicians by 1990. Most
épecialties will have surplusés, but a few will have shortages. A
balance by 1990 cannot be achieved. Until supply and requirements
reach @ balance in the 1990s, GMENAC recommends that the surplus. be
‘partially absorbed by expansion of residency. training positions in -
. general/family practice, general pediatrics, and general internal
. 'medicine. "’ e o ‘

'l‘s . N e y . . '. . . : .
Recommendations are directed at achieving five manpower goals: - .

1. To achieve a balance between supply and requirements of
" physicians in 90s,. while assuring that programs to increasé, the
representation of minority groups in medicine are advanced by .
) programs to broaden the applicant pool with respect to :
oA . socio~economic status, age, sex, and race;
e, . : . -
. 2. .to integrate manpower. planning of physicians and npnpﬁysician"
L ‘providers when their services are needed,.and to facilitate the
function of nonphysician providersig‘ . . '
3. to achieve a better geographic distribution of physicians and to
establish improved mechanisms for assessing the adequacy of

health services in small areas;

-

4.. to improve specié&ty.and geographic distribution of physiciams
through. financing™mechanisms for medical educatiom, graduate
medical education, and practice,: and

"5, . to support research for the next phases of health manpower -
planning. - “ A : ‘

The Committee unanimously recommends the immédi&te establighment of a

" successor to GMENAC. Its establishment is essential to the :

. implementation of -the manpower goals and recommendations in the Report.
The full GMENAC methodology must be applied to!the six specialties which
_have not been analyzed. The réquirements estimates for each of the

7 specialties and subspecialties must be tested, monitored, and reassessed

' on a continuing basis. Important studies on financing, geography, and
nonphysician providers should be undertaken. ' . : T

'y




fSeptember 30, 1980 , : : :
-Seeretary Harrls . o . , . . T e
Page 3 - S | . =

: The collaberatlve worklng relatlonshlp between the private sector and the
Gévernment fagllltated a congruence of interest in planning and in
lmplementlng 1mprovements to best meet the needs of. the Nation, - e .
momentum - of thls collaboration should ‘be contlnued w1thout 1nterrupt10n.

Respectfully submltted o ' . ]
@W&Q%Af— | .
Alvin R. Tarlov M.D. |
,Chelrman_ )
Graduate Medical Educatiem
National Advisory Cdémmittee

For the Committee

Enclosure: Volumes‘I-ViI
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L | ' PREFACE -

This volume, GMENAG" '8 Members Commentarles and Appendix, represents an
integral part of the Final Report of .the Graduate Medical Educatlon

Nat10na1 Advisory Commlttee (GMENAC) 7

. The Committee off1c1a11y voted on and approved each of the other six
volumes of the Final Report; Volume I consists of the Summary Report and
‘Volumes II-VI' consist of reports developed by GMENAC Techpical Panels.
As part of the Commlttee process for considering these v lumes, all

P GMENAC members were provided ‘an opportunity to- prepare iniividual member ————"
commentar1es ‘and have them lncludegofunedited) in the Final Report. :

The Charter and membershlp composltlon of GMENAC are provxded In ;
" addition,” Volumé VII contains. as an Appendix the official, GMENAC vqtes on‘lﬂﬂ/
'each gection of the Final Report, a cross-reference of GMENAC L
_recommendations, and all recommendatlons of the Commlttee contained in -

Volumes I-VI.
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\ INDIVIDUAL MEMBER COMMENTARIES

-

.

The commentarles of 1nd1v1dg;1 Committee members which follow are those

»—--that were received in time for 1nc1u31on in the GMENAC Final Report
presented on September 30, 1980 to the Secretary, Department of Health
and Human Services. . The p0331b111ty exists that some member commentaries
were in transit at that time and, therefore, not available fox 1nc1uslonk
here. Any such commentar1es will be transmitted separately to the:
Secretary and will appear in the edition of the Final Report being
prlnted for general distribution.

-Commentaries that are preseﬁtﬂ’ ﬂ°re have been reproduced in the form

'receivéd.
~
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' Individual Commentar
+ Carl J. Barrera
e ey

ember

I have participated in the work of GMENAC sinhce January
1980 and during that period I believe that I was.the-
only Member of GMENAC whose primazry occupation was work-
ing for a health care payor. .As Agsistant General Counsel
of Metropolitan Life Insurance Company, .I, from vime to
time, consulted with others in my company to obtain their:
advice. However, I wilsh to emphasize that my vlews ex-

- pressed at GMENAC commlttee meetings, my votes on issues
before GMENAC, and this:statément are solely the product

- of my own -Judgment, and are not in any way intended to _
represent the views of Metropolitan Life: Insurance Company,
the private insurance industry. or other/health.care'payors.

In general, ‘I endorse the entire report and .commend the
dogged determination and fertile intelligence that was
_brought to bear in pursuing answers to obviously diffie

cult questions. ' : o

. While GMENAC dealt primarilly with graduate medical edu-
cation, it 'seemed clear to all concerned that the real
.igsues that had to be dealt with were much more- global
questions. They were: how many health care providers,.
- of what type, should provide what kind of healthcare,
to whom, in what quantity and qualilty, in which places,
and at what cost? While we were .cognizant.of such .
monumental questions, we could only focus on such ques-
tions in limlted ways. ‘Nevertheless, I suggest that
A the following matters are important and deserve .speclal

attention and study. : : ‘

« 1., Outcome Studies: Since millions of dollars of -
L . 'govqrnmenEaI and private funds are being spent.
annually on healtg-care, it seems anomalous that
8o little seems to be spent ®n outcome studiles
which may indicat? what amount and type of health
- care 1s necessary'or adequate. In the absence
of.such studies, the nation could be spending
millions of.dollars for decages in health care

efforts which are of doubtful value.

2. Physician Surplus: GMENAC /implicitly assumed
o that 2 surplus of physicians was-an 11l to be

avoided. I tend to agree with that assumption,

but it is an assumption which deserves more :
study, from a medical, as well as an economic

point of view, Governmental acts aimed at

E
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Carl J Barrera - Page Zj

limiting the supply of physicians run contrary
to the freedom of the marketplace which other-
wise acts to 1limit the supply of other occupa-
tions and professicns. Of course, in the light

.of projected surpluses of physicians, it is

reasonable to curtail governmental incentives
to increase the number of physicians. However,
it is a different fblicy question for the

- government to do more than that without further
. 8tudles of the efrects ‘of physician surpluses.

Reimbursement Practices. GMENAC considered that

. reImbursement practices could be utllized as
; tools to carry. out changes in health care policy.

However, it must be realized that the insurance
industry is generally not in the ,position to
change fundamental reimbursement concepts, such

. as the usual-customary-reasonable basis for -

reimbursement. . Such concepts evolve in many

cases from negotiated labor/management agreements
and are ‘otherwise embedded in the marketplace. =,
If changes are to be introduced in the reimburse-~

" ment system, all payors, both public and private,

should participate. GMENAC would have been well

‘served to have had within its. membership persons

associated with public payors and persons in-

‘volved with negotiating labor/management agreements. ;

fHealth Care Costa: I believe: that we could achieve

etter hea ‘care for the nation without incur-"
ring substantially higher costs if more measures
were .taken to reduce health care costs. Such *

.measures could include: (a) A medical school

requirement that all students take a course on
the economic impact of medical practice; (b)

A hospital requirement -that .the approximate cost
of procedures and tests be shown on’ documents
used to order them; and (c) An effort by a study’

group (which includes physicians, ‘attorneys, .

health facility administrators, insurance industry
representatives and government officials) %o - ..

develop "standards".of health care for oeriain

conditions, whi¢h 1if performed. would be presuved
by courts of .law to constitute an adequate de-*-

‘fense ‘against malpr <tice suits. If some success

in this direction could be accomplished, it could
save substantial’ health care costs, provide
physicians with)a limited "safe harbor" and
might serve to inform the patient of the expected

4"standard" treatment in certain situations.
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. " 5. Ambulator%;Care*: GMENAC recognizes that the
A o Y present structure of fees charged by physicians
. and-'the present system of reimbursement tends
" to-better remunerate those physicians with in- o
hospital patlents than those with ambulatory - - 7
patients, even though the time the physiclan
. - has spent with the ambulatory patient may far
> : exceed that spent with the in-hospital patient,
: ‘ Onle of the problems Wlth changlng that system
1s| in developlng a means..of quantifying the
‘values of the skill needed and the time sperit
-i_'various‘treatmentS"performed in an ‘ambulatory
. - setting in a manner subject to reasonable veri- .
' ~ fication. A study of possible alternate,ap-

' X proaches seems necessary if changes are to be
™~ .. made in such fees and reimbursement practiges.
‘ ' - A successful implementation of 'such changes:
may contribute to a better disbribution of -
medi¢a1‘ca£e geographically and by medical . ;
speclalty, ‘to lower hospital use and in.the o
end to lower total health care costs. , . R
Overall'I,amﬁimpressed with the academic effort and
results of GMENAC and 1f the political process can
be equally yell'martialed,,a thoughtful process can
be cpnsuma?ed in better health care for all Amerilcans.

b d
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*ﬁAmbulaﬁéry-Care"f»'As used here 1is intended to exclude
- surgery and such other procedures which are more often
performed in‘hospital'settings;, e . '
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¢ . . , Department of Medicine - Washington, D.C. 20420
- and Surgery o ;

*.._d\F\~ Veterans
’ \-“- Admlmstratlon

_ SEP 23 1980

~Alvin R. Tarlov,"M.D.- -~ _ s
Chairman, GMENAC col ,
Department of Medicine ,

- The Division of Biological Sciences &

—The Pritzker School of Medicine

University of Chicago , .

950 East 59th Street : Lo
Chicago, IL 60637 “

‘Dear Dr. Tarlov: -

The Departmént of Medicine and Surgery of the Veterans Administration

is pleased to have had representation during the deliberations of. GMENAC.

The unique role oft the Veterans Admifiistration health care system demands
clarification as a- part of the final report. :

L I The ‘heal th care needs of the veteran population are based on

- a different model than the national mods? used by GMENAC. Therefore;
there is no need for pediatricians and & very limited one for OB/GYN
“specialists, but a specific need in fields such as radiology, pathology, .
and anesthesiology. We are in concert with the greater. need in physiatry,
general psychiatry and a1ready play a major role in expanding the field -
of nuclear medicine. : . A

: The aging, 1arge1y male, population that we serve will have RN
\ spec1f1c needs not refiected in a national healthZcare needs profile.
' . Specialists’in gerontology, sensory restoration apd rehabilitation
must be recruited ard trained to enable the Veter ns Adm1n1strat10n |
to meet 1ts specific health care mission. - . e

3. The.yeterans Adm1n1strat10n respects its responsibility to
help meet the tra1n1ng needs of the nation for health-care professionals
.but must also protect its obligation to the population of veterans it
‘serves. -Weiask that the recommendations of -GMENAC reflect the special
needs of the VA patients $0 we might meet- our respons1b111t1es both
national and VAispecific. My office and. the Office of Academic Affairs
\stand .ready to assist in the careful, 1ongarange ‘planning: of graduate.’

edical education w1th1n the VA to meet these obligatid S and needs._
S cerely, A o o ‘

\\, »
\
y

‘DONALD L. CUSTIS, M.D. ¢
Ch1ef Medical Director T 6 '_éa(]
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F .Individual Commenta '
/ - Tom E. Nesbitt, M. D.
: . o ey GMENAC Member ¥
Honorable Patricia Harris / ! . -
Secretary Department Health and Human Services \iy/f
Washington, D.-C. 20510 / _ :
] S .
/ / . P . . 4

Dear ‘Madam. Secretary: » _
v c - L - : L~ . . -
As an.original member of GMENAC I appreciate this opportunity B SN
to present my comments, concerns and differing positions rela- ’
tive to the recommendations contained in the Summary Report.. . -
. I’would initially 1like to express to you my personal apprecia- .
"“tion of this opportunity  to participate in what I consider to :
/’ be an odtstandiﬁg;ex&mple_of a succesi<ul collaborative effort
g betweenrthe.priva:7/sector and the'public sector of our nation

to address.a major/policy- issue. It has been a privilege to
work with:the distinguished members of GMENAC. I would be re-
misg . if ‘I failed to also' express my}great‘appreciation to the
outstanding members of the staff from HRA who have been assigned
to this project/since its -inception. . I should like to address
‘my initial'r arks to a few general obseryations and then speak .
‘specifically to selected recommendations as they appear. in the :
summary document. . SO : o
GENERAL CONSIDERATIONS: - ~ T [ ) -
1. Despite yanykiﬁitlal'personal reservations as. to the potential
. for the successful completion.of the GMENAC charge, I-now
,strongly»sgbpdrt the concept of predictive capability and fore-
casting tHat has been possible through the use of the require-
ments model and the supply model. The GMENAC. development of
T the'reqqiremants'model-is a significant breakthrough in method- . »
) - - ology which can'serve our nation extremely well for the future. -
: : The tqchnology'will'requi:e expansion and sophistication of the e o :
. data base for more precise requirements projections in the fut=-
_ure., The data bases available to GMENAC were not totally satis=-.
factory for current projections, but on balance provided us withi
. thgfmbthodology_fér the future. Both the requirements model and:
v thé supply model will require continuou§ monitoring and adjust- ©
ments by a future GMENAC-like body to improve upon the dynamic
-process of manpower projection techniques.. . <
/2. 1It'is imperative that a GMENAC-like body be created and
'/,cha:ged with the responsibiy}ty‘outlined above. .
/. 3. - The singularly most important congideratjion in the voluntary
., implementation of GMENAC's recommendations. by both the private
"' and public sector will need to be repeatedly emphasized and’
stressed. Virtually all recommendations become central to the
first two. 'It, therefore, becomes imperative that all recommend- . R
 ations be synchronized to-provide. the gradual simultaneous inter- : e
twining of all recommendations to avoid major disruptions in the. - : \ Bt
delivery of medical care services. Should such an.approach fail .. '
to occur, it can be stated realistically that the resulting up- :
heaval cohld properly be ‘described’as lying somewhere between
_disruptive and chaotic. O o : ’

|

;
P

t

ERIC w it T

Aruitoxt provided by Eic:



. Tom E. Neshitt, M.D. - Page 2 '
" COMMENTS RELATIVE TO SPECIFIC RECOMMENDATIONS: !
Rec. 1. 1It is clearly recognized that this will be difficult
to achieve, but any steps taken to implement any of the recom-
mendations of this report should relate and revolve. around this
singularly most important recommendation.
/ Rec. 4.: It should be emphasized that the GMENAC projections of o !
‘medical specialties in which there will be surpluses or short-
ages in 1990 should not be interpreted as absolutes. Worthwhile
and progressive thoug e GMENAC effort has been, the imper- .
. fections and the data and the methodology used as well as the
assumptions on which the projections are made, require that the
findings be understood only as general indicators of trends. . e
Consequently, any adjustments in the number of trainees in any o
residency program should be made very graduqi, lest areas of ) ' i
'foreseen shortage become areas of "oversupply” and vice versa. . - /
Rec. 5. To again note tie imperfections and data and methodol~-
‘/ ogy, congideration should also be given to addition of the phrase ‘
”,f" "and to a lesser degree, ganeral surgery". The dynamic nature ’ i
= of the changing delivery system demAnds that allowances be made | . R
for unknown ‘advances in surgical treatment of disease. - -]
Rec. 6. ' The research called for by this recommendation will {
require a host of carefully constructed studies and perhaps i . /
more demonstration projects. It .will add considerably to the. ‘
‘work load of ‘a GMENAC-like successor. To be meaningful and accu- -l
rate, research and analysis of the 4th- item of this recommenda- - ’ )
T tion, "--~relative costs and expenditures of using nonphysicians ' 9
” in place of physicians for selected medical ‘éare. services--" ) ] i
_mast take into account the findings of a subsequent item, - o /
"--the professional longevity of nonphysician prcviders-- B . o
The costs of producing need to .be compared to productivity over 4
time. .
" Rec. 9. Items (b) and (c) in this recommendation deal with the , :
desirability of expanding the prescription and/or dispensation ' ' R
»£ drugs by nghphysician health care providers. It is impera- U A
tive that extreme caution be .taken in this regard since it is T :
. questionable. whether siuch nonphysician providers have the neces- . )
sary education and training to make. an appropriate medical judg- - L f

ment regarding the - drug of choice: - - . } /
‘Rec. . 14. I: deal with functional medical service areas, by S St
specialty, ‘'order to assess the availability of. physician ser- | . Sy '

‘ . vices, runs.the risk of’ ignoring' the: reality tnat the medical Y o
services delivered by most physicians are not confined to ‘those ‘ .. - i
- of the specialty in which they are categorized. In seeking o : .
. /' o - define. physician market areas’ by using such information as dis- - S
=~ g - charde and claims data, great care mst be taken to maintain o
: requisité confidentiality. s Y
Rec. 16. °‘(a). (b) - PSRO's are already doing mach of what is. re- ;
" queated in these recommendations. They serve no significant pur- e -
. T . pose in this report and are easily susceptible to misinterpreta- - e
o . tion. . To be meaningful, any 'such: comparisons require common - /' . O
definitiona and weighing to account for demographic differences. *. . - !
As it is written, 'the recommendation assumes a standard of’ ,/ o .
‘comparison across populdtions and regione. : ) A S

I} o .~ Rec. 17.: In/my ‘view Recommendation 17 simply cannot be supported o
oo ‘ _ - . e | N

E,
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Tom E. Nesbitt, M.D. - Page 3 L .

in any way.. The recommendaticu, itself, plus the two suppor-
‘tive recommendations (a) and (b) should be deleted from the
report. - They simply violate the GMENAC modeling process; :
they are inadequately researched; they do not recognize the way
in which-physicians . actually function. . Moreover, they open the
-door to the establishment of quite arbitrary quctas and .
S national standards which have no #pplicability to the totality
* ‘ # of the delivery system of medicine. . .
. Rec. 28. .In-my view.this should be .strengthened to add paren-
’ thetically that-general institutional support to centers of ;

) : ~ medical education should be continued if the full impact of the' |
- i - .~ precdeding recommendations is to b§ accomplished. ) .
N . - Rec. 39. The work of GMENAC should be continued. It should be

: ‘accomplished by am adviBory body that is charted and funded by
uadminiatrqtive~other]than“statuatory authority, in myjview.
. The establishment by statute would too readily lead t misinter-
. preting the recommendations of such a body as regulatory rather
: ' than advisory. 'The private sector is prepared and already :
conducting many studies in parallel and thereaks at least two
additiona]l agencies in. government. already involved in such
activities. Better communication and collaberation between
these sources would accomplish the objective--namely that the
work of GMENAC be continued. L . }
- R X B . . A,
- 'Beyond comments related to this gummaty of recommendations
. contajned in the overview and summary document, I have a series
. . of major disagreements with recommendations which vere presented b
the Geographic Panel which revolve around the Geographic Panel's
recommendations 30 and 31. - .Their recomméndationi3 states that
hthe role of economic factors in location choice’ is not clear".
Therefore, it geems inconsistent to make recommendations to
‘wanipulate reimburaement mechanisms as a means of influencing
specialty and geographic distribution of physicians. One of-the
factors on which an appropriate level of reimbursement should
‘be based, is the skill and ability of, the practitioner..
, o : S

o -
Iy

o Dbl .
. . Tom. E. Nesbitt, M. D. : . ’ . Sseptember 27, 1980 ' °

GMENAC Member

o
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- Individual Qonmentary : : S l\
_ Karen O'Rourke, RN, MS ' ‘ ‘
N GMENAC Member :

It has: been a valuable educatlonal exper1ence and
: personal honor to have contributed to the work of
* GMENAC in prepar1ng the final report on graduate
medical education. As the AFL-CIO Representative
"and as a health care provider, I welcome the
“challenge of continued work with GMENAC. Despite
the time limitacrions placed upon me as  a new
appointee to a council well established in its re-
search and evaluation methods, I can confidently
say that the exposure to medical p011t1cs which I
have received dur1ng the GMENAC proceedings is indeed
an en11ghten1ng one. While the final report reflects:
the op1n10n pr1mar11y of physicians, who comprised
more. then a simple majority on GMENAC I ventﬁ?e to
add the f0110w1ng comments.,

_The - repbrt of the whole council attempts valiantly to )
project medical manpower needs for 1990 in an 1ndustry :
subjected to rapid social change and reform. ‘It in- :
- ‘troduces a rather advanced "modified needs methodol-' }/ -
‘ ogy in order to meet those sets of projections.
o While the GMENAC Charter 1is rather specific with, ré/&
T spact to purpose and functlon, ‘the work we are
" ‘charged with .completing is. unfinished. The set of
recommendations in the final report is. the culmination
of our lenghty analysis of available research and of TR
a rather elaborate p011t1ca1 process. Suffice to say ‘
B that with respect to the tvo panels I served on--Non-
o Phys1p1an and Finance--much more .time is needed if
‘ further recommendations are to achieve some consist-
ent lgtel of obJect1v1ty j :
.§ ) ,
With. respeet to the role of non-phys1cghns in: the
health care industry, i is my opinion that increased
. __numbers..of- non-phys1c1—nﬂ—hea1th ‘care pronderB does
not necessarlly aggravate phys1c1an supply. .The
" charge of GMENAC insits charter was to evaluate
medical manpower nee 8. Indeed,,the original GMENAC
. Charter does not: specxfxcally give GMENAC the right
| ~to set rigid: 1eve17 of participation, . job qua11f1ca—
' t1ons, or perform nce evaluat1on for non- phys1c1an

v
\‘x




Karen O'Rourke, RN, MS — Page 2 ~
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s health care providers.: GMENAC is not and should not
o be the final determinant of all health manpower needs
' in our country. Rather, each ﬁiscipliné should be ,
. _allowed to evolve and determine its own role in !
' ‘meeting the very real consumer demands for more
accessibility in cost effective health care delivery.
. If in fact GMENAC is permanently established, I be-
lieve great care should be taken to better balance
council representation as well as, to specify its
rélétionship, function, and cooperative role with
‘already existing national qdvisory councils for
‘nursing and other health professions. After all,
medicine. is but one component of the health care in-
dustry and shouldenot be. allowed to write prescrip-
tions for all other health care providers. ‘Each
discipline in the health care industry is a vital
component to our national goal of quality health care
for all people. . N

\
BN

While the final repoft‘reprgsents.limited_recommenda—
tions regarding the use of non-physician health care

_ providers, that short summary does not provide the
e details which are -available to you.in the séparate
volume covering the work of the non-physician . o
technical paﬂgljﬁflt is clear that an, important future
consideration 'should be®to mandate  further research

of non-physician utilization and distribution, re-
strietdive state laws, consumer preference, reimbur#t-.
ment, and productivity. : » ;

In ‘addition, while thé work of our technical panel
was directed ‘and.deliberately focused on jusE\a fe.
of the existing ﬁf_hysiciéy providers, a large
group of health;qgrblprovideks was unfortunately
_ overlooked ‘in the final report. That group, comprised
| of the more thanione million~non-degree registered
nurses, does have an immediate effect on health care
o delivery and a long-term impact on physician supply. -
. T R /
e ' In conclusion, there are no easy answers to the .
health manpower and health care delivery problems s
in this courtry. Long-term solutions developed L
jointly between the health professions, educational
institutions, government, consumers, and the private
'sector is essential. ' Volunteerism by the medical
: . profession in regulating their numbers and their

3
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funct1on is d1ff1cu]t to conceptual1ze in the health
care market place which is far from competive. For
-that reason alone, the work of GMENAC should be
continued. ’ :

Meeting the mandated national health planning goals
“is a lofty aspiration requiring more than just ~ ‘
minimal intervention in determining first, what are -
o the health needs of our people and second, what types
'5\‘\\,of manpower need "to be trained, uzilized, and reim~ *
bursed in the health care 1nduntry in order to meet
those needs. :

o 0

- oo feng
Karen mprurke, RN, MS . : . %} |
. GMENAC Hember o . September 26, 1980 - ‘ﬁ_,f
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-j " : " . Individual Coﬁmentary ‘

3
N Bruce E. Spivey,. M.D.
GMENAC Member
_Having been a member of GMENAC since its formation, I have had the op-
portunity to participate in and observe the development of this unique
cooperative effort between government and the private sector. This '
" Committee's work has been monumental, and I firmly believe that we
,pg!a,madefmijb: progress and innovative contributions‘:o the method-
--""ology of forecasting physician supply -and requirements.  This is not
to imply that ‘the task is complete; in fact, far from it! | From our.

studies and deliberations, we have highlighted many areas which are in

need of research, further.review and refinement.  The fact that we’ ™
" have accomplished as much as we have is a tribute’to;the.amazing dedi-
cation of the staff as well as many of the GMENAC:hembe s
{'  considerable diversity among the GMENAC members 1
training and in philosophical orientation,. instred “all sides of .
the issues were represented; although this:often: prolonged our dis-
cussions and deliberations, conflicting views.amd opiiilons were
presented and received in a cooperative manner.. i e

h'ﬁfofessiopal

I am concermed that the final report be viewed in-'the.proper perspec-
tive, namely, that this is a first and extremely preéliminary attempt
to evaluate and project health manpower supply and requirements in’
. such a totally comprehensive and integrated manner. Therefore, it is
, essential that this stage of the work not be considered or interpreted-
" as the "final word" when, in fact, 'this is just the beginning. Both
manpower supply.and requirements are characteristics of 4 dynamic sys-
tem and the estimation of these characteristics must be reassessed
. periodically with updated assumptions and data in view of this dynamic
quality. ' S S

“The scope of this project and the incredible smount of detail and ma-
terial involved made it. impossible for any member to objectively and
comprehensively digest all or even a ‘sybstantial part of the refer-
encas, assumptions, implicationms, calculations, etc. The tr¥émendous
pressure to deliver the final report by September 30, 1980, precluded
the opportunity for thoughtful and methodical consideration by the
Committee of the general’and specific implications of the recommenda-
tions as summarized in Volume 1. There are recommendations with which
I fundamentally disagree. Having been outveted in a Committee process

. does mot alleviate my deep concern about many problems with the model-
ing results and the potential for misinterpretation of the Committee's
‘work or misuse of this report as the basis for legislative or regula-

tory actions. y

I strongly caution the reader not to ascribe attributes to the GMENAC
modeling projections which they do not possess. “The estimates of the
specialty-specific numbers of both the projected supply and the pro-
jected requirements for 1990 are subject to error, perhaps consider-
. able error. One of the problems is that we do not know how much
error; it may be as much as $20Z or more in some or even all casges.
- For this reason, only the general directions, and not the precise
magnitudes, of the imbalances should be considered as credible des-
c:ing%dn;'of the probable state of affairs in 1990. The methodology
aid the modeling depend ‘upon the accuracy of the. assumptions and the
~data and"can only be validated over time. - R ,

13
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?
A major problem and source of error is the inadequate or lncomplete ;
data bases we encountered in so many areas and with regari to most
specialty p actices. How much error this has contributced o the mod-
eling.of the require-ents for the various specialties is uct. known.
Further, due to resource limitations, six specialties were not modeled’
-vyia the Delphi ‘panel approach nor did GMENAC 'have the opportunity to
-replicate even one Delphi panel's result in order to provide some
estimate of the degree of error that might be associated with this ,
approach. N ‘ : _ .

It 1is abeolutely essential that these projections be-continually: moni-‘
tored in the future, recognizing that some of the assumptions will re-
quire modifications based on experience. . In fact, there are some
assumptiona which were presented in the Interim Report that ‘have been
. revised given our experience over the past several years. - The report-
: ‘ed astimntes of supply for each of the specialties provide one example
1y ‘where current assumptions should be modified. ,First of all, the
. supply projections assume that there could: be nearly unlimited growth-
.to accommodate all of the U.S. and foreigm medical graduatea. :
assumption which is, at least, optimistic. Second, the apportionment
of all- individuals entering graduate medical education into specialty K;\;\\;

" . training positions based on historical trends may have inflated the
projected supply ia scme specialtiea and underestimated the projected
supply in others-because it has been assumed that expansion of train-
ing programs will occur progortionatelz for all specialties in
estimating the 1990 expected supply. o

The medical profession must take serioua cogniiance of this prelimin-
ary report. Hopefully, the profession plus governmental and private-
~ agencies will respond by helping to improve the data’ amd by taking
- the. reeponeibility for objectively evaluating the strengthe and weak-.
. nesses contained herein. For most specialties, changes in the ‘number
of training programs are not warranted until intensive reassessments
- of the projections are made over ‘the next. several years. However, a
« ' few of the specialties for which very large imbalances' are projected
should begin to face the megnitude of the problem now and’ bagin to
formulate plana for action. | It is clearly .the’ reeponsibility of the
profeaeion. and the specialties in particular, ‘to deal® th these
‘problems of numbers and distribution. I firmly believe the private .
sector can and will be able to deal effectively and’ appropriately P -
with theee iseuee without the need for- regulationa or legielation.

tIn eetimating phyeician requirements for. 1990. the calculatione are
based, in part, on "norms of cars." These "norms" represent overall
averages ‘'which will vary widely among patients. It is totally inap-
propriate to epply“such averages to a specific patient as standards of
adequate or indicated medical care required. It is critical that
these averagas not be mieinterpreted and misused by third perty payors
and others. - _ _ . SN
Aithough: readers of thia report will not find much explicit reference
to "quality of care," I cannot emphasize strongly enough that the

" issue of quality in both educetion and patient care was a basic and
underlying principle of members of the Technical Panel on Modeling.l

. Research and Deta.""Quelity." while difficult cto define in explicit

" terms, must continue to be.a fundamental criterion in health manpower .
"plenning for both education and patient care.. - . ‘

i
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Due to resource limitations, the Cormittee only superficially consider=
ed the issue of nonphysician provider supply and requirements. Inde-
pendent .nonphysician  prov1de:s were basically ignored as the Techmical .
Fanel dealt primarily with roles and supply of Nurse Practitioners, ‘

. Physician Assistants and Nurse Midyives who are formally allied or -
supervised by physicians. ‘As a result, the Panmel had no basis on which
to develop recoumendations regarding the spe¢ific requirements for any
such providers. It is imperative that all nonphysician providers be

'modeled in the 'same manner .as the medical specialties and that the -
“overlap in patient care be incorporated iato such an analysis as it has ~
been for adult care and child care:medical specialties.- Given that tha

" nation is not facing an undersupply in "primary care" specialties, the
recommendations which suggest that certain nonphysicians be granted
authority to dispense or prescribe ‘drugs should be cautiously evaluated
with regard to the adequacy of the pharmacological training that non-
physician providers receive. If such authority is to be granted, it
should only Se_peruitted in situations where physician supervision‘andf .
monitoring dre assured and medical necessity-exists. Recognizing that
there are-som.,statas'whcte“indepanden: nonphysician providers are

. legally authorized the limited use'of drugs, the advisability of such
medic?ﬁly unsupervised practices must also be evaluated.

-

The major unresolved. concern which may impede any .voluntary response to
the ‘GMENAC projections and implicaticns is one -involving the Federal
Trade Commission. . Assuming that the projections for a large oversupply
in a particular gpecialty are approximately accurate, any attempt to |
voluntarily rescrict the number of training positions available in that
. specialty could very likely be viewed by the FIC as an antitrust or re-
- straint of .trade violation.. Therefore, it is imperative that a formal
. ruling on this issue be made. No action should be expected of any
segment of medicine until such a formal ruling is rendered. It is @y
_request, as it has been in GMENAC meetings for the past -two years, that
the genesis of this request to the FIC originate from the Department of
Health and Human Services. A ' -

o e i 3

1 appreciate the opportunity to comment on the GMENAC process and re~
sults. Although I am aware of the waaknesses of .certain aspects of the
work, there is|much that deserves praise and approval/ 1 strongly
believe that it is of paramount importance that the work initiated by
GMENAC be continued so that the additional research and ‘modeling can be
completed, and go that the projections developed at this point in time
can be monitored for at least a ten-year pestod. Although many in the
medical profession have seriously questioned the advisability of this

. Committee's formatiom and charge, it is mow the case that a failure to
continue this work as a joint collaboration between the government and
the health professions might well have serious negative consequences
for medicine and the public sector. If.:his_monicoring,.coﬁbincd with
raviewing and refining of the modeling process and revising the

 assumptions as needed, is not maintained, this entire effort will have
1imited vaiue and credibility and could even have a negative effect if

sunderstood or used for major policy changes.

/ /l\.£¢;—\//)1£; T ' Esgcémber.26. 1980

CMENAC ‘lemper . {/
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A Individual Commentary
{ - Jeanne Spurlock
GMENAC Member

The report of the Graduate Medical Education National Advisory
Committee does not fully reflect the complexity of the problems addressed;
nor, of the recommendations. 1In the opinion of the undersigned, the med-
ical service needs of the nation at the time of the completion of the report
differ from those identified at the onset of the deliberations. Now, we
must be concerned with the health and medical care-of the vast numbers of
the refugee populations that have arrived in the United States. This
reality compounds the problem of providing adequate medical care to the
underserved groups of citizens, ranging from the American Indians who. live

‘on reservations to residents of inner cities to the poor in the rural areas

of the country. These realities prompt questions as to whether or not there
is indeed a surplus of physicians, and, if so, is this an asset or a .
“7ability to the efforts directed toward the provision of adequate medical
care for all who reside in the United States. ' .

. The reference to the surplus of physicians notes the shortage among

the minority groups. However, reference to the severity of this problem has
been lost in the summation. -For example, a report of a survey,(Rocheleau, B.:
"Black Physicians and Ambulatory Care". Public Health Reports, May-June,

93(3):276-82) conducted by the National Center for Health Statistics, includes -

some highly significant and pertinent findings: "According to the 1970 Census
Bureau data, there were only about 6,000 black physicians, both ambulatory
care and others, which amounted to approximately 2.1 percent of all physicians."

" The extremely low percentage of black physicians accounts for the fact that

. "in absolute terms, most black patients 'visit non-black physicians" even

-

|

Obviousiy, the shortage of minority_grogpjphysipiaﬁgmin”gengggl;is re-

flected -in-the various—specialities . ~0f particilar concern to the undé?bignedﬂj.-

is the alarmingly low numbers of minority physicians who are trained in psy- .~
chiatry and child psychiatry. Recent studies of the Office of Membership
Services and Studies of -the American Psychiatric Association have revealed the/

35,212 practicing psychiatrists in the United States, less than 4000 are min-|
orities (American Indian & Alaskan -Native, Asian.American & Pacific Islander,

* following significant. findings (as of September, 1980): Of a total number of /

~ Black, Hispanic). The literature. is replete with references to the fact that

there is an overall shortage of psychiatrists, as noted in the GMENAC report,
as well as the particular shortage in the public facilities. Currently, a |
large percentage of the psychiatric services in the public service programs /
is provided by foreign - medical graduate psychiatrists, a greater proportion
of whom are women. It is essential that there be further study to determine

- how the implementation of the recommendation curtailing the entry,of’fqreign

N R

Ao

. ;
. . i

.

!
+

- “though in "relative percentages, black physicians are far more likely to. serve ;
‘black patients than non-black physicians.”. ‘

I
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medical graduafég into the medica1‘§erV1ce.s§stem will impact on the care

~of the mentally 111 who are. hospitalized in public facilities and/or who "
are provided care in out-patient public settings. o ‘ ' _

3

' The responses noted in this brief commentar. illustrate the need to
-vlggf at the full report and all commentaries to be received; to evaluate
possible or probably ripple effects of the implementation of any one

of the recommendations prior to the-implementation of any. . '

" September 26, 1980
Date . '

P
GMENAC Member
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Individual Commentary
E. LEE TAYLOR ’
o } . GMENAC Member
The Graduate ‘Medical Education National Advisory. Commi ttee
(GMENAC) did not sufficiently address the physician manpower
requirements of thé Department of" Defense. Y :

: The variable and unique *equirements for national defense,
'such -as global medicine and contingency preparedness, as well as

the supply and distribution of physicians differ significantly -

from those of the civilian community. . I cannot emphasize this

unalterable fact too strongly.

- In addition, accurate data collection for formulating meaningful
,recommendations would involve sensitive areas of national security

\

X GMENAC recommendations regarding non physician and physician -
manpower numbers for supply, distribution and education cannot be

~used to determine Department of Defense requirements.

» ./ R &fféﬂﬁfé4 September 1980
- ; _ Date

GMENAC - Member

18



. | INDIV‘IDUAI‘;*"';COMENTARY‘
_ MARGARITA C. TREVINO, R.N.,M.S.
© * GMENAC MEMBER -

o

T The- GMENAC ‘study- has ‘clearly. pointed out the need for .
"' a-multidisciplinary team approach, including consumers, to
the complex process of health manpower planning in this
.country.. There is an. overwhelming need for allheaith care
. providers to make concerted efforts to research,to articulate,
_and. to share through cross-disciplinary education. and consumer-
orientad public information systens the following points. of
. reference:. . . .7 o ' T _
1: their independent, dependent, and
“intgrdependent- roles and functions '
“aS'applicab]e%tojthg.Specific,discipline;

- Z;r*theftybeé of"heé]th/iilneés care
Lseryices proyided;_ Co e

_ . 3: the expected outcomes of the. services
' . .. provided; and = . L T

4: 'thé‘imbaCtiéf'allvéf thé_above on the -
NS - health status of individuals, families,

and communities.

. With specificity to nonphysician health care providers, Y
~this is a timely period in their developmental continuum as RS
providers - to become more -actively involved in establishing r
and maintaining their legitimacy-in.the-health care industry
and in determining théir contributions to quality health and

~ illness care in this country. Only then will GMENAC-1ike - .

- efforts have facts and not feelings to facilitate informed
decision-making with increased objectivity. To.the:contrary, . -
skepticism-and negative attitudinal predispositiomyinot facts, i,
will perpetuate the development of prescriptive rather than .-
collaborative interdisciplinary working relationships between . -
physician and nonphysician health care providers. Only then
will the adequate resolution of related'public policy dilemmas .
be successfully addressed. - S g S

~ " . Due to its charge, the GMENAC focus .on the nonphysician
-~ "health care provider .centered primarily on the question. of.
- . physician service substitutability and delegation of medical
L . care services as these affect physician manpower requirements.
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-

health care providers must. extend beyond the role fulfillment
of substitution.’ There is (gent need for physicians and
nonphysician :health care providers to give serious attention
.to how their combined expertise can best-be integrated in a
. compleméntary fashion to provide a team approach in addressing
the 'health care needs of.the American public within the health
(/care de]ivery structures in. this country

Future/studies 1nvb1¥i:g the util*zat1on of nonphysician

Nhi]e the GMENAC study ra1sed more questions than it had
answers’ for regarding”the nonphysician health care providers,
this report can provide the desiratile impetus to advance
comprehensive and collaborative health manpower planning

2y between-physicians, ‘nonphysician health care providers, and
' consumers with the u]timate goa] of > 1mprov1ng the hea]th of
this nation ,

To quote Rubin
N Trivializing’ our re]ationships
with each other makes us less .
responsive to each other and
must also make us less respon-
_siver to our own needs. -If we -
fail to respond fully to the
~ human. situation of others,
we will not stimulate and
- develop our feel for what is’
.-most human. . .

(Rubin)

September 25, 1980

Date/ ™.

n hubih; aérf“,f "Po11t1cs Is How You Live Your Life, ‘Not Whom -
- You Vote Fo¥"' The Politics of Socia] Services. Edited by .

Jeffrey H Ga]per

2
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GMENAC - RECOMMENDATIONS

) .
//
"v.’ - N t

. Each of ‘the precedmg six volumes of the F1 al Report presents a series

| - of recommendations which were formally appry ved by the Committee.” This
: section of the Appendix contains a complet:e list of ‘all of these
: recomendatzons. '
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1{ RECOMMENDATIONS —-- SUMMARY REPORT -
_ . (VOLUME 1) #

. . L - f :

L o ‘ " : 3 . : S #
RECOMMENDATION 1. Allopathic and osteopathic medical schools should
reduce entering class size in the aggregate by a minimum of 10 percent by

. 1984 relative to the 1978-79 enrollment, or 17 percent relative to the

» 1980+81-entering class. . , o < :

As No new allopathic or ostedpﬁéhic medical schools should be
established beyond those with first-year students in place in
1980-91. . L , , :

B. No inciéaég in the'eﬁtering class size int6 allopathic‘ahd
osteopathic medical schools beyond the entering class of 1981
should oceury o ’ '

C. - The current Health rfofessions'Law, which authorizes grants to
J © health professions schools for conqtfuction of  teaching
. facilities, should be amended to allow the Secretary of the ~ /'-‘ -

ro . Department of Health and Human Services to grant waivers'
.immediately to allopathic and osteopathic medical schools to
allow them to ignore the law's requirement to increase

. enrollment. This recomnendation applies .as well to the pertinent

' Veterans Administration authorities under the Manpower Grants

D! The current Health Profesions Law should be amended to allow the - .
’ ‘Secretary of the Department of Health and Human Services to waive
immediately the requirement that allopathic and osteopathic
" medical schools, as a condition of receiving a capitation grant,
" maintain the first-year enrollment at the level of the preceding
school year. This recommendation applies as well to the
pertinent Veterans Administration authorities under the Manpower
. Grants Program. | : ' ‘
RECOMMENDATION 2. The number of graduates of foreign medical -schools - -
entering the U.S. yearly, estimated to be 4,100 .by 1983, should be
severely restricted. If this cannot be accomplished, the undesirable
alternative is. to decrease further the number of entpehts fo U.S. medical «
schools. . o ' ~

' . ' 7 o :
" A. All Federal and State asgistance given through' loang and
. scholarships to U,S. medical students initiating study abroad
~after the 1950-81' acade ic year should be terminated. '

-B. , The current efforts in/the private sector to develop and
- implement a unif?rqu alifying examination for U.S. citizens and
« aliens graduating fr i medical schools-other than thgse approved
by the Liaison Committee for Medical Education (LCME) as a = .
condition for entry into Liaison Committee for'Gradugte Médicd(_' '

e s e L




SUMMARY REPORT RECOMMENDATIONS - Cont'd
o Education (LCGME) approved graduate training progr;ms should be "
; supported. Such an examination must assure a standard of quality
equivalent to .the standard applied to graduates of LCGME
accredited medical schools. These U.S. citizens and aliens must
be required to-complete successfully Parts I and II of the
National Board of Medical Examiners' examination or a comparable
examination. The Educational Commission . for Foreign Medical
Graduates (ECFMG) examination should not be used as the basis for
. measurement of the competence of United States Foreign Medical

Graduates (USFMGs) or alien physicians. o |

A .- C.. Alien physicians, who enter the United States as spbpuses of U.S.
citizens, should be required to complete successfully Parts I and

' . IIL of the National Board of Medical Examiners' examination or a ’

' comparable examination prior to entry into residency training. Q\\§;=2;9

'D. ' The ability to read, write, and speak English should remain a B
requirement for graduate medical education programs for all alien
physicians, . :

E. The Fedération of State Medical Boards should recommend and the.
tates should require that all applicants gdccessfully complete
gt least one year of a Graduate Medical Eduication (GME) program
that has been approved by the LCGME and successfully pass an
e§§m1nat1on prior to obtaining unrestricted licensure. The
examination should ‘assure a standard of qua11ty in the ability to
- take medical histories, to do physical examirations, to carry out
procedures, and to develop diagnostic and treatment plans for.~
patients, The standard of quality should be equivalent to ~
graduates of United States medical schools.
F. The Statea should severely restrict the number of~1nd1v1duals
with limited licenses engaged in the practice of medicine. This
" restriction applies to those pract1c1ng 1ndepenaent1y without a
full license and to those practicing W1th1n an institution
i o W1thout adequate superv1skon.

| G. The "F1fth Pathway" for entrance to approved programs of graduate
medical education should be e11m1nated.* ,

; ~ H. The transfer of U.S. citizens enrolled in foreign schocla>1nto
! advanced standing in U.S. medical schools should be e11m1nated.

: RECOHMENDAIION 3. The need to tra1n nonphysician health care prov1ders

at current levels should be studied in the perspective of the prOJected
oversupply of physicians.
RECOHMENDATION'A. To correct shortages or surplusesg'in a manner’ not
disruptive to the GME system, no specialty or subspecialty should be
.exp/;ted to increase or decrease the number of first year trainees in
residency or fellowship training programs more than' 20 percent by 1986

N compared to the 1979 flgure. _—

A\ 30
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. \\\\R§COMMBNDATION 5. In view of the aggregate'surplus of physicians

projected for 1990, medical school graduates in the 1980's should be
strongly encouraged to enter those specialties where a shortage "of
physicians is expected or to enter training and practice in general
pediatrics, general internal medicine, and family practice.

RECOMMBNDAIION 6. ‘Extensive feaearch on the requirements for Nurse
Practitioners (NPs), Physician Assistant's (PAs), Nurse-Midwives (NMWs),

. and other nonphysician providers should ,be undertaken as soon as

possible. Special, attention must be given to the effect of a physician
excess on their utilization and to the benefits these providers bring to
health’ care delivery. These studies should consider the full range of

complementary and substifute services.
o n -

RECOMMENDATION 7. Until the studies in Reqomhendation 6 have been

 completed, the number of PAs, NPs, and NMWs in training for child medical

~ _ambulatory caseload).

care, adult medical care, and obstetrical/gynecological care should :
remain stable at- their present numbers. Delegation levels recommended by
GMENAC for 1990 are: In obstetrics/gynecology 197,000 of the normal}
uncomplicated deliveries (5 percent of all deliveries), 7.1 million '!
maternity related visits (20 percent of the obstetrical caseload), and
7.5 million .gynecological visits ‘(18 percent of the gynecological
caseload); in child care not more than 46 million ambulatory visits.(16
percent of the child ‘ambulatory caseload) and:in adult medical care not
more .than, 128 million ambulatory visits (12 percent of the adult medical

7

RECOMMENDATION 8. All incentives for increasing the class size or the
number of optometric or podiatric schools should cease,until the studies

‘in recommendation 6 have been completed and ‘evaluated.

REGOMMENﬂATIQN 9, State laws and regulations should nq;'impose

requirements for physician’supervision of NPs and PAs beyond those needed '

to assure quality of care. .

A. State laws and regulations should be altered as neéessary so that
a PA or NP working under appropriate physician supervision can
independently complete a. patient encounter for conditions which
are deemed delegable. . - =

B. The States should provide PAs, NPs, and nurse-midwives with
limited power of prescription, taking necessary precaution to
‘safeguard the quality of care including expliéit protocols,
formularies, and mechanigms for physician monitoring and \
supervision. ° C _ : -

C.. At a minimum, PAs, NPs, and nurse-midwives should be given power

.Lo dispense drugs in those gettings where not to do so would have

an adverse effect on: the patient's condition.
. . N M N

D. States, ﬁarticularly‘those with underserved ndral'areas,_should
evaluate whether the laws and regulations pertaining to

e e TN
A



SUMMARY REPORT RECOMMENDATIONS - Cont'd

nonphysic1an practlce dxscourage nonphyslc1an location in these
areas. . .

n

RECOMMENﬁQTION 10. The r iréments of third party payors for phy51c1an
i should be condistent with the 1aws and regulations govern1ng

practlce in de State. '

K /
11. Medicare, Med1ca1d, and other insurance programs
should recognige and provide reimbursement for the services by NPs, PAs,
and nurse-midwives in those States where they are legally entitled to
provide these services. Services of these providers should-be identified.
as such to third'party payors and.reimbursement should be made to the !
employlng 1nst1tut1on or physxc1an.

RECOMMENDATION 12. NPa, PAs, and nurse m1d-w1;23\:hodia ¥e eligible for
all Federal incentive programs directed to improving the geographic
‘accessibility of Serv1ces, 1nc1ud1ng the National Health Service Corps:

Scholarsh1p PrograT

.RECOMMENDATION 13. ‘Graduate medical‘educacion should be constructeq to
give residents experience in working with PAs, NPs, and nurse-midwives to
insure that. these phy51c1ans will be prepared to utilize nonphysician

. services. \ _ . _ ‘ )

RECOMMENDATION 14.. GMENAC recommends that the basic unit for medical

manpower ° plannlng should be a small .geographic area witHin which most of

.the populat1on receives a specified medical service. These functional

medical service areas, service by service, are recommended as the Y
geographic units for assessing the adequacy of manpower supply. :

RECOMMENDATION 157 GMENAC encourges the support of efforts within the
.profess1on to assess the outcomes of common medical and surgical ' .
practices exhibiting high variation across communities. Accomp11sh1ng

this step would help to. establish long-range requlrements for phy51c1an
services in the United States.

RECOMMENDATION 16. Var1at1ons between communities in the ut111zq§1on of
specific medical services should be continuously documented and .
nalyzed. The  effect of differing finmancing and- organ1zat1ona1
arrangements for the de11very of med1ca1 care services should be
evaluated :

™

 'A. Utilization rate experiences, relative to the norms of other
" physicians pract1c1ng in the immediate area, the reg1on, or the o
nNtlon, shoula be made available to phys1c1ans. L e ,

B. Future: health manpows:r p1ann1ng groups should compare manpower
' estimates, whether derived from need~based, demand-based, or
* requ1remen% s-based mpdels, a gainst emp1r1ca1 ‘estimates selected L
- from areas iin the Unbted States exh1b1t1ng h1gh and low
ut111zat10n patterns.~

s, v26,,:< N : . . L
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RECOMMENDATION 17. " GMENAC recommends that health manpower shortage areas
be defined by a minimum service specific physician-to-population ratio
and a maximum travel time to service for child care, adult medical care,
obstetrical services, general surgical services, and emergency medical
gervices. o :

.

A. The minimum acceptable physician-to-population ratio for any area
. in the U.S. should be 50 percent of the requirements estimated by
GMENAC . for each type of health service in the Nation as a .whole.

B. Maximum travel times to service for 95 percent of the population
within a geographic area should be 30 minutegs fc child care,

v adult medical care, and emergency medical :service; 45 minutes for
" obstetrical care and 90 minutes for general surgical services.

RECOMMENDATION 18. - Alternative data systems for monitoring the

. geographic distribution of physicians should be developed and evaluated.
RECOMMENDATION 19. ; Medical students should be encouraged to select a
location for practice in underserved rural and ‘urban areas by several
approaches: (1) Urban and rural “perceptorships should be continued and
expanded by thqse_schoois‘having an interest; (2) governmental loan .and .
scholarship programs should be catalogued and evaluated to determine
their effectiveness in improving geographic .distribution; (3) loan
forgiveness programs modeled after those which have been successful

~ should be used, and (4) the National Health Service Corps and its.
" ‘scholarship program should be supported. o

RECOMMENDATION 20. The medical profession in making decisions as to
re8idency training. programs should consider the aggregate number of
programs, their size, and the geographic distribution of their graduates,
in additon to the quality of the-program, in light of national and
regional needs. — . -
* RECOMMENDATION .21. Family practice residency training programs.shohldkbé
supported since these programs tend to train providers who are more. .
likely to choose to practice in underserved areas. .A similar rationale
underlies support needed for resident experiences in underserved areas
 and for certain nonphysician provider training. programs. - :

RECOMMENDATION 22. Area-wide programs of decentralized medical education
and service such as WAMI (Washington, Alaska,. Montana, and Idaho), WICHE
(Western Interstate Commission for Higher Education), and some AHECs '
(Area Health Education Centers) should be evaluated for replicability-.
Such programs have been effective in placement of physicians in sparsely
populated areas. ; | S

RECOMMENDATION 23. More research and evaluation should be conducted on
factors relating to the geogrﬁphic distribution of physicians.

RECOMMENDATION 24. Medical eiucation.ih the medical ‘schools and in the
early phase of graduate medical ‘education in the teaching hospitals
- gshould provide a broad-basgd;clinical experience with empahasis on the

Y
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‘generalist clinical fields. A portion of graduate med1cal tra1n1ng
,wwﬁ;should occur in other than tert1ary care medical centers.- :
RECOMHBNDATION 25. A more v1gorous and umag1nat1ve emphas1s should be
placed on ambulatory care tra1n1ng experiences. - _

A, The outpat1ent services of the academ1c medical centers shOuld be
vupgraded through - spec1al proJect grants.

providing f1nanc1al _support

+

‘B. -;gucat1onal 1nnovat1on in outpatient sett1ngs should be fostered

C:- Faculty shOuld be encouraged and supported to develop careers
focused on ambulatory med1c1ne through a career development award
mechan1sm.; : 4

RECOMMENDATION 26. Greater d1vers1ty among the medical students shOuld
"be accomplished by promoting more flexibility in the requirements for ‘

admission; by broaden1ng the . character1st1cs of the applicant pool with'

reapect to ‘socioeconomic ‘'status, age, sex, and race; by providing loans

-and  scholarships to help achieve the goals, and by emphasizing, as role
_ models, women and underrepresented m1nor1ty faculty members,

_RECOMMENDATION 27. Informat1on about phys1c1an manpower needs in the
~ various specialties and in d1fferent geographic settings should be

d1saem1nated broadly ‘to .medical schools, adm1n1strators, faculty, and
.jmed1cal students, res1dents, fellows, and spouses. B

RECOMHENDATION 28. Capztat1on payments to medical schools . for ‘the sole
purpose of ‘inc¥easing class size or for influencing specialty choice
should be d1scont1nued in v1ew of the 1mpend1ng surplus of physicians.,

: RECOMHENDAIION 29. Spec1al purpose grants to medical schools and other
teach1ng institutions for primary.care: tra1n1ng in family med1c1ne,-',
,wgeneral 1nternal med1c1ne, and general. ped1atr1cs should be continued in
" order to continue and to increase the emphas1s on pr1mary ‘care services

and . ambulatory care. . . B *
- A. Famlly pract1ce programs, at ‘least for the ‘near term, should be
‘g1ven apec1al attention: in view of: the difficulty 1n financing -
tra1n1ng programs from ambulatory care revenues. :

» B, _Spec1alt1es 4in short supply should be cons1dered for spec1al
S . ‘b,prOJect grants. v‘__>~ N ' \ . . .

RECOMHBNDATION 30. Ambulatory care: tra1n1ng shOuld be promoted further :
. by.the provision Tof grants for renovat1on and construct1on of facilities,
-for. the support - of training. programs in ambulatory sites, and for student
preceptorshxps and res1dency exper1ences 1n out-of-hosp1tal care.
o i o
RECOHHENDAIION 31. The med1cal profess1on, ‘having the major - R
lrespona1b1l1ty for correcting physician. 0versupply,,should ensure’ the ’
qual1ty of all graduate med1cal educat1on programa and full fund1ng -of \

N 4o L -\,
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- these programs through reimbursement should be given only to accredited
programs when mechanisms are in place.

RECOMMENDATION 32..wca1EuIations of the true costs of graduate medical

" education should include the compensation for residents and teaching
personnel and.all of the aficillary and indirect costs, and should’

. distinguish between the cost of education and the cost of patient care by
a uniform recognized reporting system. ' Costs should be borne equitably

.. by all payors as.part of ‘the .normal rate structure for patient care costs
at the teaching hospitals, clinics, and other q}teé where: health services
and training are provided, to the. extent that ;such costs are not financed

by tuition, grants, or other sources of revenue.

‘RECOMMENDATION 33. The hea;th professiogéﬁhhouldxgssuhe a @ajdn]
responsibility for cost containment in pew program development, in.
wcereditation and certification, and in the provision of health services.

RECOMMENDATiON 3%. Publié_and priyéfe'rpimbdrsément pblicies'should be

adjusted to: Empr.asize ambulatory care services and training; encourage
practice in underserved areas; giplore the concépt of shared risk among

physicians, and; pay professional fees to teaching physicians when their
.gservices have §§en'identifigbly discrete and necessary. ' ' °

RECOMMENDATION 35. ' Continuous monitoring and evaluation of existing and
new financial ‘programs should be supported. Actions undertaken to alter
financing and reimbursément strategies should not be advanced as
permanent mechanisms:for change until adequate evaluation/demonstration
efforts have been performed. - ' :

/;

earch should be accomplished on a broad

RECOMMENDATION 36. Additional ‘res
array of topics related to financial considerations.

RECOMMENDATION 37. - Special project grants for States on a cost-sharing
basis should be considered to influence the geographic distribution of
physicians within the States. The development .of incentives for practice
in underserved areas is one program to be considered. :

RECOMMENDATION 38. . The development of future medical faculty,
administrators, and researchers should be assured by provision of
ddequate financial support for their training.

RECOMMENDATION 39.. A successor to the Gra&uate MedicaliEducation
National Advisory Committee should be established by statute.. This
successor should be an advisory body without regulatory functions.

RECOMMENDATiON 40, 1In additioh,to'thé’continuous monitoring,'the supply
projections, requirements’ estimates, and recommendations of GMENAC in

their entirety must be reevaluated and modified at least every five years

 to take account of changes 1n data, assumptions, and priorities occurring
qgver time. : .
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RECOMMENDATION 1. No new a110|ath1c or osteopath1c/med1ca1 ‘schools f
should be .established beyond ‘those with f1rst-year’students in place 1n
1980-81. : j ‘ // : . |

i

'RECOMMENDATION 2. There should be no increase in the entering c1asstslze
into allopathic. and osteopath1c med1ca1 schools beyond the enter1ng class
'of 1981, . Ve : : / /

ARECOMMENDATION 3. Allopath1c and osteopathlc medical schools shouldv
reduce entering class size in the aggregate by a minimum of 10 percent by
1984 relative to the 1978 figure.. o

'RECOMMENDATION 4. The current health professions law, which authorlées
:grants to health professlons schools  for construction of teaching . I
fac111t1es, should be amended .tos allow the Secretary of the. Department of.
Health and Human Services to grant waivers 1mmed1ate1y to a110path1c and
osteopathic medical schools to allow them to ignore the law's requ1rement
to increase enrollment. This recommendatlon applies as well to .the|
pertinent Veteraris Adm1n1stratlon author1t1es under the Manpower Grants -
Program. ’ :

RECOMMENDATIQN 5. fhe ‘current health profess1ons law should be amended
to allow the Secretary of the Department of Health and/Human Serv1ch to
waive immediately the requirement that allopathic and osteopath1c medical
schools, as a condition of rece1v1ng a capitation grant, maintain the
first-year enrollment at the level of the preceding school year. This

~ recommendation .applies as well to the pertinent Veterars Adm1n1strat10n
authorities under the Manpower Grants Program.

RECOMMENDATION 6. The number of graduates of foreign medical schools
entering the U.S. yearly, estimated to be 4,100 by 1983, should be
severely restricted. If this cannot be accomp11shed, the undesirable
alternative would be to further decrease the .number of entrants to U S.

med1ca1 schools.

RECOMMENDAIION 7. Terminate all Federal and State assistance given
.through loans and scholarships to U.S. medical students initiafing study
’ abroad after the 1980-81 academlc .year. : : : :
RECOMMENDATION 8. Endorse current ef%orts in’ the pr1vate sector to \
immediately develop and implement a uniform qualifying. examination for
administration to U.S. citizens and aliens who graduated from medical -
schools other than those approved by the LCME, for entry into LCGME
approved - graduate training programs.

i
i

A. ‘Such an -examination must assure a standard ofkqua11ty equivalent.
to the standard app11ed to graduates’ of LCME-accredlted med1ca1
schools.

(RN



graduates Pf United State

RECOMMENDATION 12. Urge theé
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"B, Spec{ficglly, éuéhuU.S. citizens and aliens must be required to
successfully complete Parts I and II of the National Board of :
- Medical Examiners examimation or a comparable examination.

"C. It is specifically recommended that the ECFMG ékaminafion not be
used as the basis for measurement of the competence of USFMGs or
‘alien physicians. : : '

RECOMMENDATION é; fReduire'tﬁat alieh pﬁysiciahs who have entered the

United States on the basis of being spouses of U.S. citizens successfully

- complete Parts I and II of the National Board of Medical Examiners-

examination, or a comparable examination, prior to entrr into residency.
training. S : ' ' :

RECOMMENDATION 10. Ability to ‘read, write andvsbeak English should

remain a requirement for graduate medical education programs for all
‘alien physicians. : '

'RECOMMENDATION 11. Urge the Federation of State Medical Boards to |

recommend (and the States to require) that, prior to obtainimg -

. unrestricted licensure, all applicants. must have successfully compfeted

(g

dt least one yéar of & GME program which has been approved by the LCGME
and must have' succeéssfully passed an examination which assures a standard
of quality, particularly)in the ability to take medical histories, ‘do

- physical examinmtions, carry out procedures, and develop diagnostic and

treatment plans for patients, equivalent to the standard applied. to
edical schools. o :

_ tates to restrict severely the number of
individuals engaged in the practice of medicine who do not have an
unlimited license. This applies to those practicing independently

_without a full license -and to those practicing within an institution

without adequate supervision.

RECOMMENDATION 13. Eliminate the "Fifth Pathway" for entrance to
‘approved programs of graduate medical education. L

RECOMMENDATION 14. Eliminate the traﬁsfér:of‘U.S.'citizens enrolled in

foreign medical schools into advanced standing in United States medical

schools. o

- RECOMMENDATION 15. In view of the projected oversupply of physicians,
the need to train nonphysician health care providers at current rates
- should be studied, ‘ N ‘ ' - -

1

' RECOMMENDATION 16. In view of the &ggregate surplus of ﬁﬁysicians

projected in 1990, medical school graduates in the 1980s should be
strongly encouraged to: (1) Enter.training in those specialties where a
shortage of physicians is expected, and (2) enter training in the

‘ generalist fields of family practice, general pediatrics, and.general - .

internal medicine.
e S :7. ~
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'RECOMMENDATION. 17. To correct shortages or aurpluses in a manner Wthh
would not be d1srupt:1ve to the GME system, no specialty or subspecialty
'should be expected to increase or decrease the .number of first-year
trainees in residency.or fellowship tra1n1ng programs more than 20
/,percent: by 1986, compared to 1979.

M
=




. / " III. RECOMMENDATIONS —— GEOGRAPHIC DISTRIBUTION
' “TECHNICAL PANEL (VOLUME IIT) T

'RECOMMENDATION 1. The funétional medical service areas, specialty by
~specialty, ‘are recommended as the geographic unit for assessing
availability of physician services. The Graduate Medical Education

" National Advisory-Committee (GMENAC) also recommends that physician

market areas by specialty be determined empirically based on patient

origin data derived from such information as discharge. and claims-data,

until ‘such time as total enumeration' of physician services is possible,
and that the resulting areas be compared to those previously determined

by specialty societies.

RECOMMENDATION 2. GMENAC supports the evaluation of alternative data -
: gystepngor‘thg]mdnicoréngfofﬁthe geographic distribution of providers.

MEN _ ‘ ‘ gﬂigél,ﬁﬁé‘ﬁlé,of-sﬁail'aréa popu}ationfbased
:datafgn“thevavailabi1ity,¢:equiramentq for and utilization rates of

hospital and physician services as a manpower planning tool.

RECOMMENDATION . 3.

'RECOMMENDATION 4. GMENAC urges that the ranges of variations 'in the
utilization of spécific procedures and services among service populations
and communities be collectéd and analyzed (including communities with
. differing finqncingménd”orglnizational arrangements for the delivery of
. medical care gervices). ' Lo S Lo
BECOMMEﬁbATION 5. ‘Serious attention should be given to making available
' to physicians their utilization rate experiences relative to the norms of
_other physicians practicing in their immediate area, region, or in the
Nation. B . - U L S

RECOMMENDATION 6. Serious'attentibn shou1d be ‘given -to the voluntary

"eollection and dissemination for ‘amalytical purposes of aggregate
statistics relative to utilization rates in various service areas.

RﬁCOMMENDATfON 7. . GMENAC encﬁﬁrages-the»support of efforts within the ,
profession to assessthe outcomes of common medical and surgical S

practices which exhibit high 'variation across communities as an important”

- gtep for establishing the long-range requirements for suppliers of
medical .services in ‘the United States. SR -

RECOMMENDATION 8. Future health manpower planning groups should compare
'ménpoﬁezLestﬁmates (whether derived as a needs-based, demand-based or = ', -
. require ents-based modei) agéinst'empirical‘estimateé~se1ected from areas
_.in’ the United States which exhibit high and low utilization patterns.
 RECOMMENDATION 9,/ GMENAC recommends that five basic types of health care =~

services should jbe available within some minimum time/access standards: v
 Adult medical care; child care;«obstettical»sefvices}[surgical services,

‘and’ emergency /services. ‘In’order.to monitor. the geographic distribution
3 S N
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Voo . GEOGRAPHIC DISTRIBUTION PANEL RECOMMENDATIONS - Cont'd
Lo N ‘ ) . ) - . /,
“of phys1c1ans, GMENAC recommends ‘that a minimum acceptable phys1c1an—to- e
. population ratio for all areas.in the U.S. be established. ' It is '
recommended that 50 percent of the GMENAC Modeling Panel ratio of.
" physician spec1a11sts per 100,000 for 1990 be established as the minimum
, acceptable ratio. for all areas. : .

RECOMMENDATION 10. GMENAC recommends maximum travel times of 30 minutes
for emergency medical care, 30 minutes for adult medical care, 30 minutes:
for child medical care, 45 minutes for obstetrical care, and 90 minutes
for surgical care services for 95 percent of the population in 1990,
’recognlzlng that unusual circumstances may arise wh1ch make these travel
-t1mes impossible to ach1eve for a11‘areas.:

-RECOMMENDATION 11 GMENAC recommends that the definition of health
manpower hortage area include minimum physician/population ratios and a
, _m1n1mum travel time-to-service for general surgery, emergency med1caI
SN serV1ces, and obstetr1ca1 serv1ce5! : L?
RECOMMENDATION 12. ‘Incomplete information exists on the direction of
‘of many of the factors affecting physician location. .
Additional resea;ch 1s ‘needed to study: (1) How background factors such
as soci demogra ic factors affect specialty and location choices and the
‘interaction between" specialty and location choices and, (2) what factors
affect permanent 1ocat10n choices 1n underserved/rural areas.
\ L )
RECOMMENDATION 13. ‘Since the role of economic factors in 1ocat1on choice
is not clear, attempts should be made to improve methodologies to

. determine - this role and to gather data on. prev1ous1y nonquant1f1ab1e . v
'top1cs such as 1ncome as a mot1vat1ng force 1n spec1a1ty or 1ocatlon .
i

cho1ces. : , -

RECOMMENDATION 14. Those strateg1es wh1ch GMENAC deemed most promising,
" such as preceptotsh1ps and tax incentives, and thoge wh1ch are most
»amenable -to. eva1uat1on efforts, shou1d be. evaluated more v1gorous1y.

RECOMMENDATION 15. There 1s some ev1dence that selective adm1ss1ons
'pol1c1es may - improve  the geograph1c distribution of phys1c1ans. A

»fnatlonally mandated alteratiom in admission policies is not recommended - e
at this time; further study into the location-.decisions: of students with
‘part1cu1ar ethn1c or soclodemograph1c character1st1cs is recommended.

S RECOMMENDATION 16. Econom1c 1ncent1ves (such as tax credits and
gfdeduct1onsk and/or the provision of h1gher paymerit levels for services as C
“'an inducement for phys1c1ans to pract1ce 1n underserved areas shou1d be -

- ‘iexplored. S T R 1".

RECOMMENDATION 17. Demonstratron proJects 'should be developed and
eva1uated to determine the impact of. differential rates of reimbursement
-.for technology-1ntens1ve versus time-intensive (counseling, patient _
~»:educatlon) serv1ces upon ‘the geographmc d1str1but10n of physicians and g
serv1ces.‘ Lo ‘ R : Ce

Soh s ,“ - S o A -
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: \\ GEOGRAPHIC DISTRIBUTION PANEﬁ\RECOMMENDATIONS - Cont'd

. . I . . ' . o :
RECOMMENDATION 18. ‘It is recommended that practicing physicians and
faculty convey 'to students that the practice of mediciné can be delivered
in a variety of geographic settings, including both rural and urban

..shortage areas. .As a means of accomplishing this, urban and rural
.-preceptorships for medical students should be continued and expanded. in

schools: with an interest in monitoring such programs. : \

RECOMMENDATION 19. Given-the geographic distributional patterns of

o family practitioners, graduate medical education programs in family

medicine should continue to be supported \as a strategy to increase
primary care’services in certain geographic areas of underservice.

RECOMMENDATION 20.'.Incentives should be created to broaden residency
\education experiences to*encompass training in underserved areas,
provided the appropriate resources are available and standards of »
‘education of the relevant accrediting body are met. ‘ '

RECOMMENDATION 21. Data suggest that nonphysician health care providers
favorably affect the distribution of medical services by’ their tendency
to select shortage area locations more frequently than is the case with
physicians. It is recommended that nonphysician health care provider
training programs should continue to be supported for this reason.,

RECOMMENDATION 22.. Decentralized medical éducaﬁion programs such as WAMI

- (in Washington, Alaska, Montana, and Idaho) and WICHE (Western Interstate

‘Gommission for Higher Education) were developed to coordinate medical
edgcatioh and placeient programs in a relatively isolated and sparsely
populated region. These types of programs have been effective and
attention should be’given to their replicability.

RECOMMENDATION 23. GMENAC encourages the medical profession, through its
.training'.program directors and-various-specialty-societies; in making
decisions\gs to residency training programs, to consider, ‘inaddition to
the quality\ of residency programs, the aggregate number of programs,
ltheir size, and the geographic distribution of their graduates to meet

. national and fqgional needs.. : ‘ o

: . . o ’a-j .o , :
RECOMMENDATION 24%_ The National Health Service Corps (NHSC) and the NHSC
Scholarship Progréﬁ\for increasing the availability of primary care

physician services in designated health manpower shortage areas impact
. favorably on the geographic distribution of physicians; therefore, the
NHSC and the NHSC Scholarship Program should continue to be supported.
RECOMMENDATION 25. Governmentally sponsored loan and scholarship o
. programs should be catalogued and evaluated to determine their
effectiveness in improving the geographic distribution of physicians.

RECOMMENDATION 26. Despite limited evaluation, there is evidence that
several AHEC (Area Health Education Centers) models are effective in.
inducing. physicians to; pratice in underserved areas and/or to practice
primary care. These types of AHECs should receive continued support.

-

\. s
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' RECOMMENDATION 27. Loan forgipenese progkams modeled after those/Lhich
" have been successful should be used as a s ategy for attracting
phys1c1ans into underserved areas.a ) :

"RECOMMENDAIION 28, - Comprehens1ve eva1uat1on o programs to recruit and

" retain proV1dera in underserved areas (e.g., Ruxal Health Initiative,
Rural Health 611n1cs, Health Underserved Rura1 Axea Program) should be

"4 performéd after a reasonable period of time. Continued funding of these
programs should be contlngent upon a positive evaluation of the1r
',effect1veness. '

\

RECOMMENDAIION 29. Programs that foster or support g oup practice
arrangements in rural area, coupled with the appropriate communication
and transportation networks, should be developed or est b11shed on an
. experlmen!al basis as a means of.attract1ng physicians to rural
_communities. If these delivery modes prove to be successful in
de11ver1ng care to underserved areas, start-up fund1ng should be
,encouraged ‘for new programs. .

' RECOMMENDATION 30. Dlscont1nuat10n ‘of geographlc differentials in
peyment levels of third-party payors when this is in excess of.

- differences in costs of delivering those services as a means of -

. 1nf1uenc1ng geographlc distribution should be the subject of future

. research. . Present -reimbursement systems (Federal State and- pr1vat:e) _
tend to. sustaln h1stor1ca1 differences in fees and incomes among
geograph1c areas "and thus prov1de 1ncent1ves for phys1c1ans to locate in
'hxgh income commun1t1ea w1th1n metropol1tan areas. a

RECOMHENDAIION 1. GME c recommends that a11 physlc1ans, both those in
primary care spec1a1t1e and those in nonpr1mary care specialties, be
. rexmbursed at the same ayment 1eve1 for the same pr1mary care services,

4 ) : : . |

/




IV. RECOMMENDATIONS ~ FINANCING TECHNICAL PANEL -
R — (VOLUME 1V
. : (]

,RBCOHMBNDATiQN;l. lInitieW‘of_an.overaﬁpply of‘ﬁhysiciahs by the year

2000, any increase in medical school ‘enrollment beyond current aggregate
levels should be discouraged. S .- :

‘ REQOMHENDATION]ZQ Capitétion,phymen;s to medical schools for the sole
purpose -of influencingispecialty~chbice or for increasing class size
‘should be discontinued/ (or. phased out should financial conditions of i

institutions wgtfanq‘qctime-phgsed;apptoach to ‘termination). -

_RECOMMENDATION 3. Special purpose grants to.support undergraduate and
graduate medical education programs should be used to accomplish specific
goals in sﬁediqlgcircﬁmsthnééé'andfcan be an important, effective, and
appropriate means of influencing the supply and distribution of .
physicians.” Feo ‘ o
RECOMMENDATION 4. 1special»purpOsezgrants’to_medical-schoolsvnnd-othet
teachinf institutions for primary care training in- family medicine, .
general internal medicine,.and general pediatrics should be continued.

- Project~gfan£s1fdr gfadqate,and undergraduate programs in these
" specialties phquldibefcontinued in order tq,continue-emphasis .
‘upon ambulatory care needs. - : o :

- ‘family'pfaéfice pr6gf;§s, at least for the short term, should be
B given special attention.” . " ‘ ‘
- SpeéiﬁrfiEAfdetérmined to be:in short.supgﬂy'should be considered
fox special project grants as’ well, . i . '

-- Plans for-the-sﬁbsidy oﬁ any new specialty brOgrams, if deemed
appropriate, should include .an analysis of their needs for .
‘long-term support. . o : '

and construction‘Oﬁ\ambqlator facilities in training institutions as

well as for the establishment)and support .of training centers located in
. these facilities. ' s , o

RECOMMENDATION 5.'Giau;sshﬁgldbeprovided for the selective removation.

-RECOMHENﬁATION'6§ iGrhnté éhduidjbé made available for the support of

~ student preceptorships’and residency experiences in ambulatory settings
(especially in areas of clear -underservice).. = o ‘

RECOMMENDATION 7. Financial grants ‘and aid without future service
obligation should be continued for. first-year medical students of
exceptional. financial need and for :those students who are from ,
‘underrepresented ethnic groups. -Such support should be extended to cover
‘the second year of medical school for these students.. '

37




o prominent attention in any proposals to ‘change the standards and
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. - ] .
RECOMMENDATION 8. . Financial grants and aid with future service ,
obligations and student loans with forgiveness provisions should be
continued. ' :

,RECOMMENDATTON 9. Consideration need= & im given to the development of
"an. improved Government loan program t“af would permit students to f1nance
the1r own med1ca1 educat1on.

“RECO DATION 10. To the extent that any specialties are determined to
be in or will reach undersupply or oversupply, the private sector should
develop methods to remedy this s1tuat10n, working as needed" with '
Government at all levels.

A
S D 4

RECOMMENDATION 11. The private sector should take steps to ensure the
‘quality of graduate medical education programs. When mechanisms are in
place, ‘consideration should be given to full financing and relmbursement

only for approved programs.- ’ e

RECOMMENDATION 12. The costs of graduate medical education should
include compensation for residents as well as teaching personnel;
education support services, such as the costs of library and audiovisual
services; the costs of administering the program; and indirect costs such
as plant depreciation, cafeteria and laundry services, administrative
serv1ces, etc., ascr1bab1e to the teaching program. .
o ’
RECOMMENDATION 13. A un1form recogniznd reportlng system should be
developed to.permit. mean1ngfu1 cost accounting'distinctions between .
graduate medical eduction: and pat1ent care costs.

RECOMMENDATION 4. The costs of GME should be borne equitably by all’
payors as part of the normal rate. structure for patient care costs at the
teaching hosp1ta1s, c11n1cs, and other sites where health services and
tra1n1ng are provided, to: the extent that such costs areupot financed by
tu1tlon, grants or other sources of revenue.

RECOMMENDATION 15. Cost\consgderat1ons should be given eLp11c1t and
S
processes of- accreditation in graduate. medical education,| the length of
tra1n1ng, certification requirements,  and proposa1s to. 1£1t1ate new types
of tra1n1ng programs and develop new spec1a1t1es. -

‘ RECOMMENDATION 16-r With, respect to new and ex1st1ng ‘trai n1ng programs, =’
the. COmmlttee believes that ‘administrators, faculty, and res1dents must
exercise. a clear and strong respons1b111ty to cont1nua11§ seek ‘and
implement opportunities for. cost-savings ‘in health care w1th1n hn overa11
'vcontext of ba1anc1ng qua11ty, costy and access cons1dera 1ons.
v

RECOMMENDATION 17.*’Adequate financial support must be prOV1ded for
. programs directed towards the development of future medical faculty”

adm1n1strators, and researchers.
\

\
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RECOMMENDATION 18. Public ‘and private reimbursemént policies should be
.~ adjusted and mechanisms identified to provide incentives for physicians
to: ' : :

i'--"l‘.'mpl'lasize_ambulat:ory‘care

‘== .Practice in geographic areas which are medically underserved.
RECOMMENDATION 19. Public and private sector dialog focusing on health
insurance options or reimbursement policies should ‘explicitly consider .
the implications for physician specialty and geographic distribution of
‘any proposals to alter payment policy and practice. The concept of
shared risk among physicians should clearly be given emphasis in such-
‘explorations. . - '

RECOMMENDATION 20. A number of principles regarding the payment for -
.services in teaching hospitals should be adopted by third-party payors.
They include: recognition of tHe need ‘to compensate services to patients
rendered by residents and supervising physicians that are necessary for
the care of patients. Payment policies should avoid duplicate payment
for services :endeieg; compensate teaching physicians when they have
rendered personal and identifiable medical services or have personally
managed. the provision of care to a patient while engaged in’ supervising
and/or instructing residents; and compensate- professional” services on an
equitable basis. ' Co ’ ' B

3 -

S s »
RECOMMENDATION 21. A more adequate reimbursement system for physicians'
services in ambulatory and outreach settings should be developed to
facilitate educational experiences in such settings. ,

~

RECOMMENDATION 22. - Special project grants for States on a cost-sharing
basis should be considered for programs to:influence the distribution of
physicians within the States. Consideration should particularly be given
to the development of incentives for practice in underserved areas; which
‘would be jointly sponsored among governmental levels. ' '

\F . . *
'~ RECOMMENDATION 23. 1In view of the current state-of-the-art concerning

the knowledge base on reimbursement/financing-issues, additional research
in this area is warranted and should be encouraged. Among the many
research questions the following should be pursued: - '

.l.

-

-~ Studying the differential cost, effects on program quality, and

" the relative effectiveness in meeting physician manpower needs of
increased graduate medical education and training in out-of- ;

~hospital settings (e.g., physicians' offices, HMOs, Public Health (:f

Departments, etc). This will require additional knowledge
regarding ‘the (marginal) costs and revenues and the effect of,
government subsidy attendant to such programs, as well as' the
relationship to "essentials" and accreditation of training
programs. . i '
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-;.;Determining differential costs of each existing financing
"strategy in ac¢hieving goals in distribution of residency
positions by pecialty. '

- Investlgatlng the 1mpact of f1nanc1al 1ncent1ves on publc versus
private tra1n1ng 1nst1tut10ns.

i Develop1ng and evaluatlng demonstration prOJects for collection
. and feedback of statistics relative to community wide fees and
payment practices on a specialty and cond1t10n-spec1f1c basls

N
- Examlnyég the relationship of medical students' 1ndebtedness and'
] character1st1cs to ultimate career choice i .

.

- 'Evaluatlng the 1mp11cat10ns on health manpower of reimbursement
for services provided by nonphy51c1ans on an independent free-
standing bas1s

-- ‘Studying the variations in medical practice provided by different
medical spec1a1t1es for the .same or similar disease  conditioms,
in the context of re1at1ve costs, long-term outéome studies, and
cost beneflt. o ,

RECOMMENDAIION 24. An ongoing’ mechanlsm needs to be develcped to

 carefully monitor and evaluate the impact of existing and new economic

incentives and disincentives targeted to medical education and practice.
Actions undertaken to alter financing and reimbursement strategies should
not be advanced as permanent mechanisms for change until adequate
evaluation/demonstration efforts are first perfotmed.



) o

-

V. RECOMMENDATIONS -- EDUCATIONAL ENVIRONMENT
 “TECHNICAL PANEL (VOLUME V) ’

RECOMMERDATION l."The hppligaﬁt pool must be broadened with regard to
students' individual characteristics, i.e., socioeconomic status, age,
sex, andjrgce.‘ R v ! .

N : o . S a
RECOMMENDATION 2. .In an attempt to increase the diversity of individuals

entering medicine, GMENAC believes that there must be more. flexibility in
the requirements for admission to medical school. . ST

' RECOMMENDATION 3. The adiission process should be examined in the light
of national, regional, and local requirements, and the institutional
mission, TN ' ‘ ' I
“ C .. l . \\.w;.- .... - . -
- RECOMMENDATION 4. Education within the medical school should be ,
broad-baseu and should prepare: the student for graduate medical education.
GMENAC recommends-that there be made available: o '
A. Projecfhgrahts to upgrade outpatient services of academic medical-
institutions to make amBulatory facilities financially. viable;
B. Grants to, foster educational innovation with respect to egucation
in an ambulatory setting; .

c. Suitablé faculty.reimburaement for ambulatory carej

D. Gran;svfor develdpment of faculty who are competent to teach in
the ambulatory setting, and o ) '

E. An increased availability of sophisticated career counseling for
' the student. : -

RECOMMENDATION 5. GMENAC recommends that the first year of graduate
medical education (PGY-1) be a broad-based clinical experience to serve
as the foundation for further specialty training. o

VRECOMMENDATION 6. Information strategies are needed in this area, as

.well as more role models and medicdl educational experiences at both the
undergraduate and graduate levels, to make residents aware that medicine
can be practiced in.other than tertiary care centers. ‘

RECOMMENDATION 7. Along the entire educational continuum, medical school

applicants, students, students’ spouses, administration, and faculty
should be continuously provided with information regarding physician
manpower needs in.the various specialties and different geographic

: loca;ioné—(throughlpublicdtions, workshops, or other communication

methods) .
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- RECOMMENDATION 8. Programs which will increase the participation and
vigibility as academic role models of women and underrepresented '
minorities should be instituted. :

RECOMHENDATION 9, To reduce the f1nanc1£1 barriers to medical education
which are restrictive to diversity, programs of loans and scholarshlps
~ should be expanded. :

-—
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VI, RECOMMI:I!DATIONS — NONPHYSICIAN HEALTH CARE PROVIDERS
mcmucn\mm. (VOLUME vi) |

PRINCIPLE .1. Even in the event that there is an adequate number or J/[
surplus of physicians in a particular specialty, the use of nonphysicia '
providers (NPs,:. PAs or" nurse-midwives) may be supported for one or more
of the f0110w1ng reasons:. .

1. When they increase the accessibility of services; = - \

‘2. When they deérease the costs or expenditures assoc1ated with
health care de11very, 5

e ¥

- T 3. Whei they are the prov1ders of choice for some. consumers,

4. When the ut111zat10n of nonphys1c1ans 1ncreases the qua11ty of
: v service, i.e., services provided by a team composed ‘of a

' physician and nonphysician are ‘superior to.those which'a.

’ phys1c1an worklng alone could provide.

PRINCIPLE 2. The serv1ces which have been 1nc1uded in the GMENAC model -
are medical services and, 1f provided by NPs or PAs, these must ‘be done

under the superv1s10niof a physlclan. -
PR V \. N ‘ \
PRINCIPLE 3. Nurse-m1dw1ves should practice interdependently in a health
care delivery system and with a formal written alliance with.an
\ obstetrician, or another physician, or a group of physicians who has/have
.\‘ a formal consultation arrangement with an\obstetr1c1an/gynecolog15t.
. .

o

‘PRINCIPLE 4. Patients, phys1c1ans, and nonphy81c1an health care
prov1ders should 301nt1y determine\the extent of- nonphys1c1an health care
provider involvement in care. The health care system should evolve in
ways which enhance the opportunity for patients to assume a larger

. control of the1r health destinies. -

RECOMMENDATION 1. A careful and thorough study of the requlrements for

NPs, PAs, and nurse-midwives should be ufidertaken as soon as possible. .
) Special attention must be given to the effect of a physician excess on

. their -utilization and the benefits which these providers might bring to.

“health care delivery. ‘(See Recommendation #12.) The study should

consider the full range of services which they prov1de, both those which

are complementary to and those which are subst1t tes for physician

serv1ces. s

RECOMMENDATION_2. < Until the study recommended above\(#1) can be e
completed, the numbers of PAs, NPs, and nurse-midwives, being graduated
from educational programs each year -should continue at ‘their present
levels. ' These numbers are needed to attain the de1egat1q§ levels which
have been deemed desirable by the GMENAC. The Committee recognizes the
preliminary nature of these judgments and.the need for further data.

‘ ’




NONPHYSICIAN PROVIDER PANEL’ RECOMMENDATIONS - Cont'd
: 7 _ ‘

Incentives for increasing’ the numbers trained each year should be
d1scont1nued until it has been determlned that such numbers are ‘desirable |

and that they will be utilized in the- system.

RECOMMENDAIION 3. Federal and nonfederal funding policies for NP, PA,
and nurse-midwifery training programs should be reassessed in llght of
_ recommendatlons 1.and 2.

RECOMMENDATION 4. Until the study recommended above (#1) is completed,
the numbers of nonphysician providers for obstetrics—gynecology being
graduated from educational programs each year should continue at the

present levels.

RECOMHENDAIION 5. Five percent of the normal, uncompllcated deliveries
(197,600) should be delegated to nurse-m1dw1ves in 1990. :

RECOMMENDATION 6. Delegation of ambulatory visits in obstetrics-
gynecology should be adjusted to match the capabilities of the expected
supply of" nonphys1c1an prov1ders in 1990.

i

RECOMMENDATION 7. Until the study recommended above (#1) can be
" completed, the numbers of"~ nonphysicians for child medical care being
‘graduated from educational program each year should continue at their

present 1eve1s.

_RECOMMENDAIION 8. The number‘of visits delegated in child medical care
should be adjusted to match the capabilities of the expectedsupply of
nonphysicians in this area in 1990. . '

RECOMMENDATION 9. . Until the study recommended above’ (#1) can be
“completed, the numbers of nonphys1c1ans ‘for adult medical care being
‘‘graduated from educational programs each year should contlnue at the

present levels.

RECOHMENDAIION 10. The numbers of visits delegated .in adult care should
- be adjusted to match the capab111t1es of the expected supply of '
+nonphysicians in this area in-1990..

!

RECOMMENDATION -11. The cont1nued apprOpriateness of these specialty-
specific delegation recommendations should be thoroughly and carefully
rev1ewed w1th1n the next two to three years.

. RECOMMENDATION 12."Add1t10na1 data collection, research, and analysis

- must be undertaken with regard to the following in order to support.
future medical manpower plamming efforts and more accurately project
future requirements for phys1c1ans, PAs, NPs, and nurse-m1dw1ves.

1.

2.

The effect of a phys1clan excess ‘on nonphys1c1an ut111zat10n.

"The geograph1c distribution of nonphysicians and their

contribution to increased serv1ce access1b111ty, part1cu1ar1y in

. underserved areas.
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NONPHYSICIAN PROVIDER ?ANEL RECOMMENDATIONS - Cont'd

The relative costs and expenditures of using nonphysicians in
place of physicians for selected medical care services. The
limits of consumer preference for and acceptance of non-
physician providers; the reasons for such preference.

The distinctive features, if amy, of the care given by non-
physicians and their relationship to outcome.

" THe. short- and long-term professional lbngevity of nonphysiciah

providers. :
The specialty distr{bucion of PAs and NPs.

The determinants of nurse-midwifery participation in clinical

_ practice. :

The optimal productivity of nonphysicians with respect to medical ~ -

services, including differéntial productivity by provider-type
(PA or NP) and by specialty of practice. ' -

RECOHMENDAIION=13. State lgwsvandfregulations should not.impose
requirements for physician supervision of NPs and PAs, beyond those

a)

b)

c)

d)

needed to assure quality of care.

State laws and regulations should be altered as necessary such
that a PA or NP working under appropriate physician supervision
can independently complete a patient encounter for conditions
which are deemed delegable; ’

The States should move to provide Pﬁs, NPs, and nurse-midwives
with limited powers of prescription, taking what precautions are
necessary to safeguard the quality of care including explicit
protocols, formularies, and mechanisms. for physician monitoring
and supervisionj. ‘

At a minimum, PAs, NAs, and nurse-midwives should be given power
to dispense drugs in those settings where not to do so would have
an adverse effect on the patient's condition. Precautions as
elaborated in #13b above should be taken to safeguard -quality of
care, and ‘ o

States with underserved rural areas, in particular, should
evaluate whether the laws and regulations pertaining to
nonphysician' practice discourage nonphysician location in these
areas. S :

RECOMMENDATION 14. Medicare, Medicaid, and other insurance programs
shiould recognize and provide reimbursement for the: services provided by
NPs, PAs, and nurse-midwives in those States where they are legally
entitled to provide these services. Services of these providers should

be .identified .as such to third party payors and reimbursement should be

1

made to the employing institution or physician. - o
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_NONPHYSICIAN PROVIDER PANEL RECOMMENDATIONS - Cont'd

. ] . : .
RECOMMENDATION 15. The requ1rements for -physician superv1s1on imposed by
third party payors should be consistent with the laws and regu1at1ons

o governlng nonphys1c1an pract1ce ‘in the States. \

v . \ . .
RECOMMENDATION 16. (R aduate medical education should be structured so as
to give residents experlence in working with PAs, NPs, and nurse-midwives
such that, once in practice, they will be more disposed and better
prepared to° Pt1112e these prov1ders. : s

RECOMMENDATION 17. The effect of\the size of the phys1c1an supply on non-
phys1c1an ut1112at10n should be studied.

RECOMMENDATION 18.. NPs, PAs, and nurse-m1dw1ves should be e1131b1e for
all Federal incentive programs divected to improving the geographic ‘
accessibility of services, including the National Health Service Corps

scholarship program.

. RECOMMENDATION 19.> Consideration should be given to'u81ng‘PAs and NPs to
prov1de some of the services which residents provide, sh0u1d a decrease
in the number of surglcal res1dents nccur. -

RECOMMENDATION 20. It is imperative that the size of the need for '
optometric services be ascertained in order to assure that the numbers
_ being trained will not result in.an oversupply. Unt11 this study is
completed, all incentives for increasing the number of cptometric
echools or class sizes : should cease..

RFCOMMENDATION 21. The natiocaal requ1rom9nts for clinical psychologists,
paychiatric 'social workers, and psycuiatric nurse clinicians shouid be
formally studied. The possibility of utilizing nonphysicians to cover a
portion of the service deficit erpected in 1990 due to a shortage of
'psyvhxatrlsts should be examined.

f ro.

°

RECOMMENDATION 22. The  actual and potent1a1 roles! of nonphys1c1an
proV1ders should be examined for the following specialty areas:
anesthesiology, erergency medicine, meurology, muclear medicine,
pathology, phys1atry, radlologv, and praventive med1c1ne. ’
RECOMMENDATION 23. A study must be undertaken “0 determine the national
need for podiatrists. Until this study is completed, incentives for new .
podiatry schools or increasing class size should cease.

RECOMMENDATION 24. In addition to the resesrch agenda proposed above
(#12), research and analysis are recommended in the following areas to
~provide additional empirical backing for future medical manpower planning
effcrts: .

1. The. extent and nature of present PA involvement in surgical care
‘and the potential for increased delegation in these specialties.

2. The~potentia1.for full visit delegation to PAs and NPs in
: dermatology. . :

-
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10.

11.

12.

13.

NONPHYSICIAN PkOVIDER PANEL, RECOMMENDATIONS ~ Cont'd
' \ B

The distinction or similarity in roles between psychiaty
clinical psychologists, psychiatric docial workers, a
psychiatric nurse clinicians with respect to the ki
conditions seen, the interventions taken, and the-Outcome.

0

sts and

The nature and extent of overlap in the practices of podiatrists
and detm*tologists and podiatrists and orthopedic surgeons.

The desirability and feasibility of using an oplithalmologist
versus an optometrist for refractive error care.

The upper limit of delegability in the various specialties.

The comparative health system effects of task and whole visit
delegation. T : : :

The content of care in nursing practice and its overlap with
medicinej in particular, conditions seen, services given,
outcomeés, and legal authority. )

The efficiency and“effectiveness of utiiizing NPs -and PAs in
complementary roles to the physician as part of a team approach
to health care. ‘

'The minimal adequate supervision needed to assure quality of care

provided by PAs and NPs.

¢ v
' ~

The optimal number of NPQ or PAs that can’ be superviged by one'

‘physician.

The health system effects, both negative and positive, of direct

_reimbursement to nurse-midwives.

Identification of how present reimbursement policies act to limit
utilization of NPs, PAs, and nurse-midwives and the development
of appropriate reforms. - ' :

")



CROSS REFERENGE OF GMENAC RECOMMENDATIONS
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Each of the preceding volumes of the Final Report contaln a series of
recommendatlons which were formally approved by the Committee. Major and
supportive recommendations presented.in the Summary Report "(Volume 1)
represent a condensation of the individual recommendations presented in
the Technical Panel Reports (Volumes 2<6). The following Cross Reference
relates the recommendations presented in the Summary Report with' those
presented in ‘the Panel Reports. Recommendation numbers correspond to the

numbers provided. 1n the preceding six volumes.




Cross Reference of GMENAC Recoﬁmendations

GMENAC Panel Recommendat1ons
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OFFICTAL GMENAC VOTES ON,
FINAL REPORT VQLUMES

J D : ' '

The Committee, slttlng in plenary session, voted separately on each of
the preceding six voépmes of the Final Report. Repérts of the Financing

. and Educational Environment Panels (Volumes{IV and V, respectively) were
formally approved at the July 27-29, 1980 plenary session. Reports of
the Geographic Distribution and Nonphysician Health Care Providers Panels
- (Volumes III and VI, respectlvely) were formally approved at the
September 2-3, 1980 plenary session. The Committee formally approved the
Summary Report (Volume I) and the Modeling Panel Report (Volume II) at
its plenary session on September 22-23, 1980.
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OFFICIAL GMENAC VOTES ON - : -
FINAL REPORT VOLUMES S .
S : S L |
Report Volume and ' Date of . S ! : ’
Title - Vote . Approve Disapprove Abstain
- (1980) : : ] :
I. Sumary Report September 23, 17 0 AU T
II. Modeling, | . ‘
" "Research, ' . ‘
‘ "and Data . September 23, 16 0 -2
Technical Panel L ‘ , ' .\

III. Geogzaphic : ' .
" Distribution’ September 2, 10 - 3 1
- Technical Panel . . . ‘ '

IV. Pinancing  July 29, . . 18 .0 .0
Technical Panel . o
'V.Educational B ; '
Environment- ' July 27, 17 » 0 0

Technical Panel

VI. Nonphysician Health o _
'~ Care Providers September 2, 15 0 1.
Technical Panel . o . .
|
I

 Note: Twelve Commitfge menbers are necessary for a quorum,




CHARTER

GRADUATE MEDICAL EDUCATION NATIONAL ADVISORY COMMITTEE

-

. The Committee was first chartered.by the Secretary of the then Department
of Health, Education, and Welfare on April 20, 1976. GMENAC was ’
rechartered for a two year period on May 1, 1978. The Secretary of the
Department of Health and Human Services formally extended the charter of
the Committee on March 6, 1980, for a period through September 30, 1980.

~




" DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

» \ v

. "CHARTER .

¢ , GRAQUATE MEDICAL"EDUCAfIONvNATIONAL ADVISORY COMMITTEE

4 . ‘. -

\ .
Purpose

The Secretary and, by delegation, the Assistant Secretary for Health
‘are charged under Title VII of the Public Health Service Act with
responsibility for taking national leadership in the development of
programs, addressed to graduate medical education and in' the research,
development, and analysis for programs that impact on the health
manpower needs of this Nation. %he purpose of. this Cogmittée is ;
to-analyze the 'distributiocn among specialties of physicians and
~~ medical students dnd to evaluate alternative approaches to ensire.
an appropriate balance. The Committee will also encourage bodies
controlling the number, types,'andﬂggographic location of graduate
training positions to provide leadership in achieving the recommended ’
balance. . : S . ce

-

Authority

42 USC 217a; section 222 of the Public Heéalth Service Act, as amended. _
The Committee is governed by provisions of Public Law 92-463, which S
sets forth standards for the formation and use of advisory committees. Co

Functions
~ - . -
The Graduate MedicaliEducation National Advisory Committee shall
advise, consult with and make recommendations to the Secretary onm
overall strategies on ﬁhe present ‘and .future supply and requirements
of physicians by specialty and geographic location; translation of L.
physician requirements.into a range of types and numbers of graduate
training oppdrtunitieé'needed‘to approach a more desirable distribution
of physician services, taking into account National Health Planning
goals, guidelines;?standards;‘and, as appropriate,. the health system
plans?developed by health system agencies; factors which affect
physician career choice; the impact of various activities which
influence specialty distribution and the availabilityrof training
opportunities, including- systefs of reimbursement of services and
financing of graduate medical education; and'the relationship of graduate
medical education to the provision of services in training institutions,
including alternatives for -the provision of these services.

-

3 7
~.

. @ -
y




L]

ta

1

The Committee shall advise on data requirements and systems needed to .

conduct the activities of the Committee; propose national goals for the
distribution of physicians in graduate training;-.and recommend Federal
policies, strategies, and plans to achieve the established goals in
{concert with the priv%te sector and non-Federal agencies.

Structure

-

The Committee shall consist of 21 members, includ{ng the Chairperson.
Members shall be selected by the Secretary or his esignee, and the
, Chairperson shall ‘also be designated~by the Secretary or his designee.

Three shall be ex officio members who are representatives. of the
Public Health Service, Department of Defense and Veterans, "Administration

and the remaining 18 members shall be representatives of health care
providers, payers, and interested national and local organizations.

Mbmbers shall be invited to serve for overlapping four—year terms;

" terms. of more than two years are contingent upon the renewal of the

Committee by appropriate action prior to its termination.

Management and staff services shall be provided .by"the Bureau oE Health
Manpower, Health Resources Administration and a Program Officer,
who shall serve as Executive Secretary. ' ‘ )

. &
'

Meetings

Meetings shall be held at least quarterly atcthe call of the Chairperson
with advance approval of a- Government official who shdll also ‘approve
the’ agenda. A Government official shall be present at all meetings.

Meetings shall be ‘open - to the public. notice of all,meetings shall be

given to the public.; .*ﬁ: _ =L

Meetings shall ‘be conducted, “and records of the proceedings ‘kept, as
required by applicable laws and departmental regulations,

e

Compensation s ";‘ TN . - . ‘
Members who are not full—time Federal employees shall be paid at the
_rate of $100 per- day, plus per.diem and travel erpenses in'accordance

'with Standard Government Travel Regulations. .

\
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_Annual Cost. Estimate

e e e e o e g e e

Estimated annual cost for operating the Committee, including. compensa-
‘tion and’ travel expenses for members and other consultants, but excluding
ataff support is $79,000.  Estimate of annual man-ysars of staff support -
- required is 2.5 at an estimated annual cost of $72,800. ' v
" Reports ' -
‘An_annual report shall be submitted to the Secretary, through the
‘assistant Secretary for Health, not later tharn December 15 of each year,
. which shall ‘contain as a minimum'a list of members and their' busineéss -
addresées,ﬁthe?Committee's"functions, dates, and places of meetings, and
a swmary of the Committee's activities and recommendations made during
- ‘the fiscal year. Within 18 months of ‘the establishment of the Com=
mittee, recommendations will be provided to the Secretary on the
Cammitteéijfindings'to date., A copy of the report shall be provided
' 0 the Department Committee Management Officer.: L PR

Termination Date
Unless renewed by appropriate action prior to its expiration, the

Graduate-Medical Education National Advisory Committee will terminate
. . two years from the date this charter is approved.

P ¢
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THE SECRETARY OF HEALTH. EDUCATION. AND WELFARE
WASHINGTON.D.C.20201 '
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ks CHARTER
. GRADUATE MEDICAL EDUCATION NATIONAL -ADVISORY cbpMITTEE

. . Purpose - - ' o i . ' o
// . . e ' ' /
The Secretary and, by'delegation, the Assistant Secretary|for Health ’
/are charged under Title VII of the Public Health Service Act with ;
/" responsibility for taking national léadership—in the development o /”
=" programs addressed to graduate medical .education and in the researgﬁ}<\_,>
7 development, and analysis for programs that impact.on thé health "
“manpower needs of this Nation.- The purpose of this Cbmmﬁttee is
~ to analyze the distribution among Specialties of physicjans and .
‘residents and to evaluate alternative approaches to-en?ure,én appro-
priate balance. - The Committee will also encourage bodies controlling
the number, types, and geographic.location of graduate trdining
positions to provide leadership in achieving th3 recommended balance.

 Buthurity

42 USC'217a;‘sectibn 222 of the Public Health Service Act, as amended.
The Committee is governed by provisions of Public Law 92-463, which

- sets forth staqdards for the formation and use’ of advi;ory committees.

Functions

The Graduate Medical Education National Advisory Committee. shall
. advise, consult with and make recommendations to the Secretary on
r*overa11,stragégiés-on,the present and future supply and requirements
. of physicians by specialty and geographic location; translation of
" _physician requirements into a range of types and. numbers of graduate
training opportunities needed to approach a more desiradie distribution
of physician services, taking.into account National Hesith Planning
‘goals, guidelines, standards, and, as-appropriate, the nealth system
‘plans_developed by health system dgencies; factors which affect o
" physician career choice; the impact of .various -activities which
influence specialty distributigh and the availability of training
opportunities, including :systéms of reimbursement of services and

‘finangingjo?_graduatéfmedica; education; and the relationship of graduate.

, medical'edu~ation‘to;the~pfbviSipnlof,services in training institutions,
~ including #]teﬁhatiVes/;p?;the~provisiqn of these services. . . |
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‘The. Conmittee shall advise on data requirements and systems needed.to
. conduct the -activities-of the Committee; propose national goals for. the
‘distribution of physicians in graduate training; and recommend Federal
policies, strategies, and plans to achieve the established goals in
‘concert with the private sector and non-Federal agenc1es. '

Structure

The Connnttee sha11 consist of 21 members, 1nc1ud1ng the Cha1rperson.
Members shall be selected by the Secretary or his designee, and the
Cha1rperson shall also be designated by the Secretary or his designee.
Three shall be ex officio members who are representatives of the-
Public Health Service, Department of Defense and Veterans Administration
~and the rema1n1ng 18 members shall: be representat1ves of health care

. prov1ders, payers and-1nterested national and local ‘organizations.

.Members shall be 1nv1ted to serve for overlapping four-year terms;
“terms of more than two.years are cont1ngent upon the renewal of. the
_Comm1ttee by appropr1ate act1on pr1or to its term1nat1on.

'Management and staff serv1ces shall be prov1ded by the Bureau of Health
Manpower, Health Resources Administration (HRA). A Program Of¥icer,

who shall serve as Executive Secretary, shall be located in the office

- of the Administrator, HRA, and shal] report d1rect1y to the Administrator.

. Meetings

Meetings.shall be he1d at 1east quarterly at the-cail of the Cha1rperson |
with advance approval of a Government official who shall also approve

_ the agenda. . A Government off1c1a1 shall be present at a11 meet1ngs.

,/ Meet1ngs shall be open to the pub11c, notice of a11 meet1ngs sha]] be
given to the pub11c. ,

- Meetings shall be conducted, and. records of the - proceed1ngs kept, as
requ1red by app11cab1e Taws and departmenta] regulat1ons

Compensat1on

_Members who are not full- time Federal emp]oyees sha11 be pa1d at the
rate of $100 per day, plus per diem and travel expenses in accordance
with Standard Government Travel Regulations. ‘ ;
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'Ahnual Cost Estimate

/

Estimated annual cost for operating the Committee, ingluding compensation
and travel expenses for members and other,consu1tant52 but excluding
staff support is $86,030. Estimate of annual man-year of staff
support required is 2.5, at an estimaged annual_cosﬁ of $75,800.

. . . N

\

Reports ' o L /

An annual report shall be submitted to the-Secné%ary3 through the
Assistant Secretary for Health, not later than December 15 of e

. which shall contain as a minimum a 1ist of members and=their business
addresses, the Committee's functions, dates, and places of meetingss-and
a summary of the Committee's activities and recommendations made during
the fiscal year. A:.copy of the report shall be provided to the Depart-
ment Committee Management Officer. S - '

" Recommendations on the Committee's findings to date will be provided
‘to the Secretary eight months after the execution of this charter and
at the conc¢lusion of the charter period. , !

" Termination Date 7~ |

.Unless'rengWed by'appropriate action pridr to its expiration, the
Graduate Medical Education National Advisory Comnittee will terminate
April 20, 1980. o | -

- ,\ﬁ
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APPROVED:

My 1 978
Date
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THE SECRETARY OF HEALTH, EDUCATION, AND WELFARE
. WASHINGTON,D.C.2020]1

-

, CHARTER
GRADUATE MEDICAL EDUCATION NATIONAL ADVISORY COMMITTEE

_'Purgose

The Secretany and, by de1egat1on, the Assistant Secretary for Health
are charged .under Title VII'of the Public Health Service Act with
responsibility for taking national “lTeadership in the: deve1opment of
programs  addressed ‘to graduate medical education.and in the research,
development, and analysis for programs that impact on the health

1 manpower. needs of ‘this ‘Nation: . The purpose of this Committee is

to analyze ‘the distribution among specialties of physic¢ians and
residents and to evaluate alternative approaches’ to ensure an appro-
priate -balance. - The Committee will also encourage bodies controlling
the number,, types, and geograph1c Tocation of graduate training
é\prov1de Teadership in achieving the recommended balance.

Authority
42 USC 217a; section 222 of the Public Health Service Act, as amended.

The Committee is governed by provisions of Public Law 92-463, which
sets forth standards for the format1on and use of advisory comm1ttees.ﬁ

Functions | - ;)

~The Graduate Medical Education National Advisory Committee shall

advise, consult with and make #ecommendat1ons to the Secretary on
overall strategies on the present and future supply and requirements
of physicians by specialty and geographic Tocation; translation of

<phys1c1an requ1rements into a range of types and numbers of graduate

training- opportun1t1es needed to approach a more desirable distribution -
of .physician services, taking into~account National Health Planning

‘goals, guidelines, standards, and, as appropr1ate, the health system

plans .developed by health systhm agenc1es, factors which affect
physician career choice; the impact of various activities which

influence specialty distribution and the ava11ab111ty of tra1n1ng
opportunities, including systems of reimbursement of services and
financing of graduate medical educat1on, and- the re1at1onsh1p of graduate

-medical education to the provision'of services in tra1n1ng 1nst1tut1ons,

including a1ternat1ves for the prov1s1on of these serv1ces.

]
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The Committee shall advise on date requirements and systems needed to

~ conduct the activities of the Coumittee; propose national goals for the
-distribution of physicians in graduate training; and recommend Federal
policies, strategies, and plans to achieve the established goals in
concert with: the private sector and ncn-Federal agencies.

Structure

The Committee shall consist of 24 members, including the Chairperson.
Members shall be selected by the Secretary and the Chairperson shall

also be designated by the Secretary. Three shall-be ex officio members who

are representatives of the Public Health Service, Department of Defense,
and Veterans' Administration afid the remaining 21 members shall be '
representatives of health care providers, payers, and interested national
and local organizations. o E

" Members shall be invited to serve for overlapping four-year terms;
terms of more than two years are. contingent upon the rernewal of the
Committee by appropriate. action prior to its termination.

© Management and staff services shall be provided by the Office of
Graduate Medical Education, Office of the Administrator, Health
Resources Administration (HRA), and the Executive Secretary, Graduate
Medical Education National- Advisory Committee.

Meetings _ . o ‘
Meetings shall be held at least quarterly at the call of the Chairperson

with advance approval of a Government official who shall also approve
_ the agenda. A‘Government\officia] shall be present at all meetings.

MeetingS'éhall_be open to the pubTici-notice of all meetings shall be
given to the public. I : _ :

Meetings shall be condiicted; and records,of ‘the. proceedings kept, as
required by applicable laws and departmental regulations.

Compensation

Members who=afe hot fuli-time Federal emp1oyée§"§hd]1.be'paid at thé‘
. rate of $100 per day, plus per diem and travel expenses in accordance
with Standard Government Travel Regulations. _ ' o
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‘Cost Estimate

Estimated annual cost for direct operations of the committee member :
expenses for Fiscal Year '80, but excluding staff support, is $263,700.
This c¢ost estimate was predicated on the Committee's termination on
April 20, 1980. Funding of the Committee will be held to this estimate,
despite extension of the Committee's charter through September 30, 1980.
\: g;tiggted direct staff support required is' 2.5, at an. estimated .cost of
5,800. - .

L Reports .

A report sha]] be submitted ‘to the Secretary, through the Assistant
Secretary for Health, not later than 60 days after termination of the e«
 Committee, which’ shall contain d@s a minimum a 1ist-of members and their. -~
. business addresses, the Committee's functions, dates, and places of :
- .meetings, @nd a summary of the Committee's activities and recommenda-
during the fiscal year. A copy of the report shall be
“to the Department Committee Management Officer. -

Reco endations on the Committee S findings will. be prov1ded to the
Secretary in April 1980, and addendums of these findings at the
conc]uSion of the charter period ‘

Termination Date

Unless renewed by appropriate action prior to its expiration, the -
Graduzte Medical Education National Advisory Committee will terminate
‘Septemoer 20, 1980.

\

APPROVED :

- MR 51980 - , ‘
Date T — Secretary .
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